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A Thought for 1944 


FOR the fifth time during the impossible hor- 
rors and agonies of this war, the world begins a 
new year; for the third time, our country begins 
a new year. The days are past when we greet the 
coming of the new year with joyful festivity; in- 
stead, we have learned to greet it with an expect- 
ancy and hope of peace mingled with a fear that 
such expectant hope be doomed to disappointment. 
If at the beginning of 1944 there is more of an 
expectancy and less of the fear of disappointment 
in our anticipations of peace, it is because the 
conviction has grown among people that the hor- 
rors and strains through which the world has lived 
must sooner or later reach an end. We have been 
encouraged by victories to look for final victory 
and in the confidence begotten of such anticipation, 
our hope surges higher. We feel reassured, com- 
forted, and confident. 

The further element has become influential in 
our psychology that through the making of plans 
for the postwar period, we have escaped to some 
extent, from the anxieties and fears that beset us. 
Even if observers in high places warn us that 
things must become worse before they can possibly 
become better, even if the messages crowd them- 
selves into our consciousness that no remission of 
diligence and complete dedication to the war are 
possible if we are to enjoy an early peace, some- 
how we hope that these predictions may not be 
realized all too literally, and in our optimism we 
stimulate ourselves to a renewed confidence. Such 
is, at least in part, the psychology with which we 
enter upon the year 1944. 

In the field of hospital activity, the popular psy- 
chology is reflected. Somehow, the hospitals feel 
that they have lived through their worst experi- 
ences. Somehow, there is assurance that from now 
on things will be better. We point with confident 
hopefulness to many indications of improvement 
in our position. The remission of many of the re- 
strictions in food service, the slowly increasing 
availability of essential materials, the stabilization 
of our own policies with reference to war service, 
the adjustment to the restrictions imposed by the 
shortages of manpower, a gradually increasing 
number of new hospital projects and hospital ex- 
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tension projects, all these are to us so many 
hopeful signs that the situation is showing pro- 
gressive improvement. For all this, we are 
grateful, as we are grateful, too, for the effect 
which all this is having upon the amelioration 
of our own attitudes toward hospital activity. 

The Catholic hospital, too, has felt the stimulus 
of the hope, but for us there has come, in addition, 
the supernatural optimism which arises from the 
growing realization among civilians and _ the 
Armed Forces alike, of the importance of our 
Faith as the one indispensable aid in meeting the 
demands of the days through which we live. From 
all sides, we hear testimonials of the effectiveness 
of religion in aiding men and women to face their 
trials with steadfastness and courage. From all 
sides, we receive reports of how men, in the midst 
of a hellish fire, have sustained themselves through 
the effectiveness of their Faith; of how men and 
women have borne incredible hardships over pro- 
longed days aided by the consolations of religion; 
of how men and women have dedicated themselves 
to persistent and unremitting service which ap- 
proaches at times, a complete self-forgetfulness; 
all this made possible through the strengthening 
grace of the Sacraments, the comforting grace of 
prayer, the inspiration of heroism which emanates 
from the knowledge of supernatural truth. The 
Catholic hospital has never had more reason to 
glory, humanly speaking, in its own designation as 
“a Catholic hospital.” 

And so we enter the year 1944 under the inspi- 
rations of our expectancy of peace, but also with 
the determination that this year, of all the years, 
must and shall see the achievement of new 
peace, of self-dedication to the work that is ours. 
If we are appreciated by the world as never be- 
fore, if we are motivated by the sublimity of ap- 
peals as never before, so also, as never before, is 
there incumbent upon us a responsibility to be all 
that we profess to be and to glory not so much in 
the dignity of our profession but rather in the 
achievement of all that our profession expects of 
us. May we not during 1944 disappoint the world, 
our country, our God. A Happy New Year. — 
A.M.S., SJ. 





Basic Principles of the Catholic Hospital 


IT IS generally recognized that the Catholic hospital holds 
a unique position among hospitals; that it possesses a pro- 
nounced individuality; that it has laid particular emphasis 
upon that individuality; and, finally, that it has made strenu- 
ous efforts throughout the century of its existence in the 
United States, and still longer period of its existence in 
Canada, to utilize its individuating traits as dynamic and 
influential factors in all of its activities. What may be called 
the “Catholicity” of the Catholic hospital is by no means 
a merely differentiating mark, a neutral characteristic and an 
indifferent trait which might just as well be as it is, or be 
otherwise, without affecting the operation of the institution. 
Rather is it the framework of an organizational structure, 
a living, powerful force in operation, a source of motivations 
and incentives and, at the same time, a sanction under cer- 
tain contingent conditions when the safety of the Catholic 
hospital is imperiled. 

It is recognized that these words express a generalization 
to which there may be and probably are some exceptions. It 
is recognized, furthermore, that abstract statements such as 
those which have just been made are sometimes peculiarly 
difficult of application in a particular institution, and prob- 
ably under particular circumstances in all Catholic hospitals. 
Nevertheless, the pattern of the Catholic hospital is quite 
distinct when compared to the pattern of the non-Catholic 
hospital, and the thing which is patterned in a Catholic hos- 
pital is quite distinct from the thing which is patterned in 
a non-Catholic hospital. There is a family resemblance among 
Catholic hospitals, not the resemblance which exists between 
identical twins, but the resemblance which exists among 
siblings, each of whom, though sometimes markedly different, 
possesses some fraction of that common treasury of family 
traits so that in one respect or another, it is, for the most 
part, relatively easy to trace either an organic or a psycho- 
logical familial resemblance. 

For several years past, it has been the aim of the Associa- 
tion’s Council on Hospital Administration to formulate in 
words some of these resemblances. Five years ago, the 
Council on Hospital Administration was organized. Since 
that time, it has taken the responsibility for the promotion 
of the Institutes on Hospital Administration which have been 
held during the past four successive summers. It has also 
expressed itself in successive years through a number of 
resolutions at the annual Convention. It has made it its chief 
concern to emphasize the Catholic aspects of Hospital Ad- 
ministration in Catholic hospitals without, of course, neglect- 
ing the other phases of administration. This same emphasis 
was placed upon administration in all of the Institutes which 
have thus far been organized, exclusive of the Pre-convention 
Institutes on Hospital Administration, which have now been 
conducted for approximately nine successive years. The rea- 
son for this stress is not far to see. The Council is impressed 
with the conviction that a Catholic hospital must be Cath- 
olic, or it is not worthy of its name: it falls short not only 
of being a Catholic hospital, but also of being a hospital. 
The Catholic hospital pattern, both in Canada and in the 
United States, is intimately bound up with the Religious 
Life of the Sisterhoods and Brotherhoods conducting the 
hospitals. Traditionally, in these two countries, except for a 
few instances, the Catholic hospital is staffed by members of 
one of the Catholic Sisterhoods or Brotherhoods, and just 
as a Catholic Sister or a Catholic Brother is a less effective 
instrument in the hands of her or his community if she or 
he fails to achieve the characteristic traits of the Religious 
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Order or Congregation to which the individual belongs, so 
in the institutions conducted by these Sisterhoods and 
Brotherhoods an expression must be found first of all, of 
its Catholic character, and secondly, of its character as this 
is derived from the particular spirit or purpose of a Reli- 
gious Order or Congregation. 

This, in turn, leads us to a further observation. It is 
equally important for the maintenance of the individuality 
of the Catholic hospital to emphasize the differences which 
exist between Catholic institutions themselves, as it is to 
emphasize their similarities. After all, individuation means 
more than the production of likeness of a smaller group 
within a larger group. It means really the process (or the 
end result) of making each institution unique, so that each 
institution will, through its very activities, develop traits 
which it shares with no other. This analysis cannot of itself 
be interpreted as meaning that the Catholic hospital must by 
its very character be opposed to the possession of hospital 
standardization. Quite the opposite is really true. If standard- 
ization of hospitals proceeds along philosophically defensible 
lines, no less than along truly practical lines, it will never 
destroy the individuality of a particular institution, for 
standardization can only mean the achievement of minimal 
standards, and no institution can be thought of or fully de- 
scribed only in terms of minimal standards. Standardization 
can be thought of as a lowest common denominator. Many 
numbers have a common denominator but the number itself 
is still not the same as the lowest common denominator; no 
number is the same as the lowest common denominator ex- 
cept the number which is actually identical with itself. 

By way of illustration of all of this, we might, for example, 
choose a concept which is, perhaps, most obvious in a Cath- 
olic hospital, namely, the concept of the centralization of 
authority. In a Catholic hospital, there can be no argument 
concerning centralization or the extent or degree of central- 
ization. In a Catholic hospital, authority must be centralized, 
and it must be centralized to the highest degree achievable. 
This follows from the very concept of the existence of a 
Religious Superior in the institution who, by her appoint- 
ment to a position of authority over an institution belong- 
ing to the. Catholic Church, must exercise her authority in 
conformity with the requirements of the Church and in con- 
formity with the particular constitution and rules of the 
Religious Order to which she belongs. Departmental respon- 
sibility thus becomes delegated authority, with the restrictions 
and limitations prescribed by Canon law, rules and customs 
concerning delegated authority. Public relations, relations 
with others than the members of the Religious Community, 
as, for example, the staff organization, derive their particular 
characteristic traits from the central and basic fact of a 
unified authority in the institution. 

It is admitted that it is not always easy to read such a 
basic principle into a constitution and regulations of a par- 
ticular hospital, and into the solution of practical difficulties 
which may arise in the course of Hospital Administration. 
Nevertheless, a violation of the basic principle, or a mis- 
application of it, will sooner or later revenge itself through 
crises and catastrophes, and may result in the ruination of 
the offending institution. 
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The Council on Hospital Administration proposed its first 
formulation on Hospital Administration in a Catholic hospital 
at the Twenty-seventh Annual Convention of the Association 
in Chicago in June, 1942. That formulation, somewhat re- 
vised and slightly expanded, was again re-assimilated for 
final approval at the Wartime Conference at Pittsburgh in 
June, 1943. As adopted and approved at Pittsburgh, it is here 
reproduced with such editorial modifications as have been 
thought necessary to clarify its thought. 


This document forms, in some respects, a companion state- 
ment of principles to supplement a similar statement adopted 
by the Council on Nursing Education and entitled, “The In- 
dividuating Characteristics of the Catholic School of Nurs- 
ing.” It might also be considered an amplification of the 
statement entitled, “Basic Administrative Standards for the 
Catholic Hospital,” as formulated by Reverend Mother Con- 
cordia of the Sisters of St. Mary in 1932. 


Fundamentals in the Organization and Administration 
of the Catholic Hospital 


1. The Catholic hospital is a hospital in the same 
sense in which the term “hospital” is applied to other 
similar institutions, Catholic and non-Catholic, public or 
privately owned and conducted. Nevertheless, as implied 
in its designation, it is in many respects, some of them 
basic and fundamental, profoundly and _ essentially 
different from other institutions also designated as 
“hospitals.” 

2. The objective of every hospital, namely, the care 
of the sick in the widest sense of that phrase, inclusive 
of education, research, and sound public relations for 
the purpose of the more effective distribution of com- 
munity service is accepted by the Catholic hospital as its 
immediate objective, but subordinated to the final 
objective, the service of God and the salvation of souls, 
which in a Catholic hospital is achieved through the care 
of the sick. Both the final and the immediate objective 
must dominate the entire institution and each part of it, 
and is modified in spirit and procedure by the effective 
influences which are derived from the sources enumerated 
in the following paragraphs. 

3. The individuation of organizational characteristics. 
principles, and motives in a Catholic hospital is 
derived from: 

a) The particular objective of the Catholic hospital; 

6b) The Catholic faith and Catholic religious practice; 

c) The Code of Canon Law; 

d) The rules of particular Religious Orders conduct- 
ing the hospital and the particular customs and spirit 
of provinces and other similar agencies; 

e) The history of each particular Religious Com- 
munity, of the Diocese, of the Church, etc.; 

f) Many other circumstances of time, place, and 
condition. 

4. Hence, also, as a general principle, administration 
in a Catholic hospital should be distinguished by the 
same characteristics, should be based upon the same 
principles, and should be influenced by the same motives 
as administration in any other well conducted hospital, 
but in addition it must be distinguished by additional 
characteristics; it must be based upon additional prin- 
ciples; and must be influenced by additional motivations. 

5. Administration cannot be standardized. Its proce- 
dures as well as its spirit in any one institution depend 
upon a large number of tangible and intangible features. 
Hence, administration is individualized and character- 
istic patterns of administration are developed in the 
Catholic hospital, as they are in other hospitals that are 
conscious of their special objective. 

6. In addition to the considerations which influence 
the level of excellence in every hospital, the administra- 
tion of a Catholic hospital must be dominated by: 

a) The demands of our supernatural faith; 

6) Catholic principles governing conduct, personal as 
well as institutional; 
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c) The teachings of moral theology and the prescrip- 
tions of Canon Law; 

d) The regulations of the Diocese, and the prescrip- 
tions of ecclesiastical superiors; 

e) The practices of religious life and the rules of the 
Religious Order conducting the hospital; 

f) All those other religious and spiritual influences 
which individuate administration in any Catholic in- 
stitution, or association. 

7. Canon Law emphasizes many administrative proce- 
dures and practices. In some instances, conflicts may be 
developed between what is regarded as good admin- 
istrative practice in hospitals and what must be regarded 
as good Catholic practice. In the case of a conflict, in 
a Catholic institution, unquestioning acceptance of the 
Catholic position is the only solution. Among the view- 
points and prescriptions of moral theology and Canon 
Law which are regarded as particularly significant in 
determining the characteristics of a Catholic institution 
must be mentioned: 

a) The concept of responsibility as binding in con- 
science under pain of God-imposed sanctions; 

6b) The centralization of authority and the procedures 
for the delegation of authority; 

c) The relationships between religious obedience and 
technical and professional competence; 

d) ‘The obligations of hospital executives “in justice” 
and “in charity”; 

e) The broad principles of Religious Charity and its 
countless corollaries; 

f) The functions of the Sister Superior as a Religious 
Superior, on the one hand, and a hospital administrator, 
on the other, together with the corresponding functions 
of a Sister as a Religious, on the one hand, and a 
hospital worker, on the other; 

g) The subordination of the local Superior to the 
more or less remote control of the higher Superior of her 
Order or Congregation and of diocesan authorities; 

h) The responsibility for personnel and personnel 
changes; 

i) Other prescriptions of Moral Theology and Canon 
Law which profoundly affect administration. 

8. The religious life introduces into administrative 
procedure the influence of the religious vows. 

a) The vow of poverty makes possible a large num- 
ber of distinctive and characteristic attitudes toward 
hospital economics and other phases of hospital work and 
is predominantly effective in securing “contributed 
service”; 

6b) The vow of chastity effects stability, permanency, 
and complete elimination of self-interest on the part of 
the professional and administrative Sister personnel; 

c) The vow of obedience affects the entire organiza- 
tional pattern in making possible administration with 
highly concentrated authority, at the same time, elim- 





inating the dangers which might arise in such a pattern 
were it not for the spirit and the virtue of obedience. 
it should be noted that both superiors and subordinates 
have taken this vow which constitutes a unifying bond 
between them more effective than merely human ties. 

9. In a Catholic institution, particular stress must be 
placed upon the fact that the personality, religious char- 
acter, attitudes, and the professional competence of the 
administrator pervades the entire institution, since the 
administrator is the brain of “authority” as understood 
in a Catholic religious order. 

10. In a Catholic hospital particularly because of the 
fact that tradition, persistence in policies, and the stabil- 
ity secured by the Rule are so strongly stressed, the 
history of the institution, of the community, of the 
Diocese, profoundly affect the character of administra- 
tion. Administration of any particular date is but the 
culmination of the traditions established by the memo- 
rable figures of the past, and these traditions must 
be kept in mind by the hospital administrator of the 
present as a guide in the shaping of policies and practice. 

11. The policy-making function in administration is 
affected not only by the factors which affect it in any 
corporation but must also be governed by the particular 
factors which are in harmony with the institution’s 
objectives. This function particularly must be radicated 
in a sound understanding of responsibility to ecclesiastical 
authority and to the authority of the Religious Order. 
In this function also, the Catholic concept of responsi- 
bility must be most strongly emphasized. 

12. ‘Conformably to the teachings of the Catholic 
faith, the importance of the individual patient as having 
both a temporal and especially an eternal destiny will 
be constantly kept in mind in every phase of admin- 
istration. 


13. The principle of centering the hospital’s activity 
in the care of the patient, which is most fundamental, 
will determine, sometimes in broad practice, sometimes 
accurately, the countless practices and regulations of the 
institution associated with: 


a) The medical staff; 

6) The nursing and the auxiliary staffs; 

c) The regulations governing admission, discharge, 
diagnostic and therapeutic procedures, etc.; 

d) The viewpoints and attitudes of medical social 
service in the institution; 

e) The practices of the medical record department; 

f) The financial administration of the institution; 

g) The professional practices of the technical and 
professional departments; 

h) All the other technical and professional activities 
of the institution. 

14. It must be emphasized that in a Catholic institu- 
tion particularly, financial considerations will never be 
allowed to overshadow spiritual and professional con- 
siderations. The administration must be particularly self- 
forgetful in this respect, even though prudence must 
dictate wise financial policies and practices. 

15. The Catholic hospital administrator who is thor- 
oughly imbued with the greatness of her task, will see in 
the emphasis upon Catholicity no escape from the techni- 
cal and professional aspects of her duties but will see 
in them rather, the most exacting stimulus to higher 
achievement. Consistently with the conservatism of Reli- 
gious Orders, she will favor constant adjustments to the 
changing times in her administration under her super- 
naturally prudent, cautious, and wise planning; she will 
in the same way favor constant experimentation; she will 
promote research in the administrative as well as in 
the technical and the scientific fields; she will seek to 
extend the influence of her hospital through sound public 
relations. She will be mindful above all, of the law of 
Charity rather than of mere human wisdom or expe- 
diency because such attitudes are alone consistent with 
her Faith, her obligations as a Religious, her duties as 
a Catholic, and are alone worthy of the Christ whom 
the Catholic hospital, through its administrative practice 
and its professional service, strives to make live in the 
minds and hearts of men. 


U. S. CADET NURSES RECEIVING THEIR FIRST GOVERNMENT 
CHECKS AT PROVIDENCE HOSPITAL, WACO, TEXAS. LEFT TO 
RIGHT: SR. M. VINCENT, ADMINISTRATOR; SISTER ALBERTA, 


BUSINESS ADMINISTRATOR: 


CADETS 


VERA WEINHEIMER, 


BETTY JOE ROWE, CHARLOTTE SIMPSON; AND SR. ALOYSIUS, 
DIRECTOR OF NURSES. 
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IN THIS paper it is intended to dwell in detail on those 
phases of hospital building which are probably not so well 
understood generally by the hospital administrator. In regard 
to the many other subjects, most of which are standardized 
and the details of which are well known to hospital admin- 
istrators, it will be necessary merely to mention the subject 
with remarks on some certain phases or developments. Our 
first topic, then, will be orientation of the building or the 
placement of the buildings on the lot. 


Orientation 

The placement of the buildings on the lot must be taken 
into consideration in designing the floor plans. The first step 
in placing a building is to have the architect make a plot 
plan, showing the location of the proposed buildings in rela- 
tion to all possible future buildings. In this way the present 
and future buildings will properly connect with each other, 
and each future building may be placed in the best position 
for light and ventilation. It costs nothing to have this plan 
made, but it will be of inestimable value as the institution 
grows to proportions perhaps far beyond anything dreamed 
of at the present time. It has been my experience in adding 
to existing hospitals, that this simple procedure has been 
neglected to the disadvantage of the new work contemplated. 

In locating a building on the lot the ordinary procedure 
is to place it, if possible, so that every patient’s room will 
receive sunlight, either in the morning or the afternoon, not, 
however, with the sun pouring in directly from the east or 
west, which-is disturbing, but so that it falls obliquely. Rooms 
with southeastern exposure are more desirable, having morn- 
ing sun and afternoon shade. 

The next most important point is to locate the buildings 
so that the patients’ rooms may receive the benefit of the 
prevailing breeze, which in the south is the southern breeze. 
South by east would be the best exposure for patients’ rooms. 

The prevailing winds must also be taken into consideration 
in locating stacks and vents so that smoke and fumes may 
be carried away from the institution. 

Existing circumstances may prevent the exact accomplish- 
ment of these desirable ends, but we must do the best we 
can. Certainly, considerations should be kept in mind at the 
time when property is being purchased and when the build- 
ings are being located on the lot. 


Floor Plans 

For the present, let us assume that we have tentative floor 
plans for a proposed hospital from which we may determine, 
at least tentatively, a general plan or arrangement of all 
buildings on the lot. However, since the floor plans must 
necessarily be functional, the exterior appearance of the 
buildings or the arrangement on the lot cannot be exactly 
determined until the floor plans are definite. It is best to 
work back and forth until we have what is desired. 

In order that we may discuss floor plans more or less defi- 
nitely, we shall assume that we have in mind for today’s 
discussion a medium-sized general hospital, with a bed 
capacity of from 125 to 250 patients. Greater hospitals and 
medical centers each have their own special problems, al- 
though our remarks may be applied in general terms to any 
hospital. The building should be planned both as to dimen- 


*Presented at the Institute on Hospital Administration, Saint Louis Uni- 
versity, in Cooperation with ‘the Catholic Hospital Association, July, 1942. 
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sion and quality without too much reference to cost. If it 
runs over the appropriation we may then cut down the 
size and quality before making final plans. 

In the plan we shall have (1) the main building or hos- 
pital, which will contain space for the administration and 
all other departments of direct service to the patient. We 
shall have a-heating plant and laundry, workshops, help’s 
quarters, a nurses’ home and Sisters’ convent, and also a 
parking space. 

We shall place the hospital proper with relation to the 
main thoroughfare so that it will appear to good advantage 
from close range as well as from a distance, at all times 
keeping in mind the orientation of patient rooms. Our 
building will be so designed that there will be no blind side; 
it will look well from every point of view. We are going 
to design in terms of lights and shades without the use of 
elaborate ornamentation or expensive materials. 

The powerhouse and heating plant will be located at some 
distance, say 150 or 200 feet, usually to the rear, and if the 
grades permit, on a lower level. It will connect with the 
main building through a concrete pipe tunnel not less than 
4 feet square, or larger if possible. It is bad practice to bury 
pipes in the ground. The prevailing winds should be con- 
sidered to carry smoke and fumes away from the hospital. 
The laundry may be part of this building and men’s quarters 
and workshop may also be included. 

The Sisters’ and nurses’ home should also be located at 
some distance from the main building, as far as 150 feet 
if possible, so that when the Sisters and nurses leave the 
hospital and go home they may be free from the hospital 
atmosphere and get “off the job.” This building may be to 
the right or to the left of the hospital and somewhat back, as 
fits in with the landscape. 

The one objection to this is the location of the chapel, 
which should be accessible from the Sisters’ home and from 
the hospital. In some places the Sisters have no objection to 
having it in the hospital, away from the house. The best 
solution, if possible, is to have a separate building, having 
enclosed arcades between the hospital and convent. 

Having before us now a tentative plot plan suggesting 
one arrangement of all possible buildings as they may be 
placed on the lot, we may proceed with floor plans for the 
main hospital building. 

A hospital is planned around the patient. On the first floor 
I would provide space for administration and for such other 
departments as may come under the head of conveniences, 
utilities, and general service, kitchen, emergency treatment, 
out-patient services, and possibly physio-therapy, hydro- 
therapy, even X-ray and the laboratory departments. Plac- 
ing all of these on the first floor will eliminate a good per- 
centage of travel from the elevators and patient corridors. 

The arrangements should determine the outside dimensions 
of the building and also its. height. The number of floors is 
determined by the number of patients desired. Having ele- 
vators, a six-story building is more economically built and 
more convenient to the personnel than, say, a three-story 
building. It covers less ground space. 











We shall have four entrances, plus necessary fire exits — 
the main entrance, the ambulance entrance, the out-patient 
entrance, if there be an out-patient department, and a serv- 
ice entrance. Generally speaking, all entrances will be kept 
closed to the public except the main entrance, through which 
the general public, patients, and doctors must pass in view 
of the front office. The lobby need not be large or on a 
grand scale. Fairly proportioned-to the size of the hospital, 
it should be modern and elegant, with some show of color. 
Let us keep in mind that it is only patient rooms and 
wards, and some special departments that are productive, 
that pay, and that the lobbies, sun parlors, waiting space 
are “dead” expense and should not be too large or elaborate. 


Administration 

To the right of the lobby preferably should be the re- 
ceiving counter, information, doctors’ paging and in-and-out 
register, and the telephone switchboard. This may be one 
large space opening to the lobby, divided only by the high 
counter shelf. Continuing back, this space should be large 
enough to contain three desks for assistants taking care of 
the various filing and registering systems, and for the book- 
keeper, and a vault. There should be a small private office 
attached for discussing financial matters with patrons. 

The superintendent’s office may adjoin in such a manner 
that there may be a view directly through the office to the 
lobby when desired. The superintendent’s office should have 
a private entrance from the lobby so that special callers 
may enter without going into the corridor or through the 
general office. The nurse supervisor’s office should be con- 
venient to the administration. 

The ideas here outlined may be simplified or expanded 
according to the size of the hospital. Certainly in a small 
hospital, say of 30 beds, where one person takes care of 
several jobs, the above space could be reduced by one fourth. 

On the left of the lobby may be a parlor or waiting room 
with toilet, a gift shop and soft-drink stand, and possibly a 
small examining room. 


Elevators 

The elevator or elevators should be in a separate com- 
partment accessible from the corridor and the lobby. Ele- 
vators should not open into the main lobby or into the 
corridor. Where it is possible to have all of the above ac- 
commodations accessible from the main lobby without enter- 
ing the hospital proper, matters are simplified and much 
noise and confusion are avoided. 


Staff Room 
Convenient to the lobby the staff room may be located. 
It should have a table for meetings and bookcases for the 
medical library. The doctors’ coatroom, with lavatory and 
toilet, may adjoin the staff room. 


The Dietary Department 

The kitchen and dining rooms, with the necessary ad- 
joining spaces, are ordinarily placed on the first floor for 
convenience of service delivery. They should be conserved 
on one side of the corridor or on one end of the building. 
The kitchen should not be below ground level. A plan show- 
ing heating plant, laundry, or kitchen under the main build- 
ing is not good. It is good practice to project the kitchen 
clear of the main building where it will have light and air 
on three sides. It should, of course, have a ventilating system 
which will remove all air from the entire kitchen every 
three minutes and drive it out over the roof. This system 
should have openings in the range hood, over the dish- 
washer, and at other points where heat and condensation 
are likely to accumulate. 

The size of the kitchen depends upon the kind of food 
service which is to be used in the hospital. Centralized serv- 
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ices require a larger main kitchen and smaller floor kitchens, 
as it must provide space for the dishwasher, for tray-set-up 
tables, storage for heated food trucks, and room for addi- 
tional workers. Where food is delivered to the floor in bulk 
and the trays are made up in the service kitchen, this kitchen 
should be large enough for dish washing and dish storage, 
and should have space for additional workers. Most new 
hospitals are being designed for centralized service with a 
good-sized floor kitchen which makes it possible for either 
system to be adopted. 

The main kitchen should not be too large. Kitchen equip- 
ment is fairly well standardized. The size of the kitchen may 
be easily calculated to accommodate the number of items of 
equipment wanted. Too much space means wasted energy. 
Provision should be made for adding to the kitchen if there 
be a prospect of a large growth to the hospital. 

For special diets, space should be planned within the main 
kitchen, having its own range, sink, refrigerator, and tables. 
This is now considered preferable to having a separately 
enclosed diet kitchen. 

The other spaces required in or adjoining the main kitchen 
are for the dishwasher, grocery supplies, refrigeration, and 
dietitian’s office. It is best to keep all these within the main 
kitchen under one ceiling, for the sake of light, air, and 
supervision. Low partitions of heavy wire screens or other 
materials may separate them, if desired. There should be but 
one service entrance to the kitchen through which all help 
and all supplies must pass in full view of the dietitian’s desk. 

The food lift should be placed at the most convenient 
point in the path traveled by the food trucks during meal 
service. The size of the lift can be regulated by the number 
of meals to be served. In a medium-sized hospital, it should 
carry two heated tray trucks and operate between the main 
kitchen and floor kitchens. There should be no space within 
the elevator cab for attendants to ride as they may be in- 
jured. It is bad practice to carry food trucks to the floors 
in the passenger elevators. 


Kitchen Floors, Walls, Ceilings 

An impervious clay floor tile, of medium buff color, will 
withstand the heavy duty in the kitchen. This floor may be 
depressed under the dishwasher, jacket kettles, and vapor 
cookers; it should be raised under ranges. Terrazzo is not 
strong enough for this purpose; it will wear out and crack. 
Asphaltum tile will crush under the impact, and it will 
disintegrate under the action of grease and heat. 

‘The walls of the kitchen may be lined with 5 by 8 im- 
pervious, fire-flashed clay-tile units of gray color. These may 
be scrubbed and cleaned; they will withstand rough usage 
and will look better in time than any other type of glazed 
tile. The ceiling of the kitchen should be covered with’ an 
acoustic material which is smooth of surface and which 
may be painted and washed. It may be acoustic plaster or 
a composition board fastened with adhesive cement. Certain 
types of properly treated metallic ceiling may be used as 
alternative ceiling materials. 


Refrigeration 

For general refrigeration there should be four boxes: one 
for meat, one for vegetables, one for dairy products, and 
one for freezing and for frozen foods. The size of boxes 
should be calculated to meet the needs, 7 feet 6 inches being 
an economical ceiling height. The compressors may be at 
any convenient place outside of the kitchen. There should 
be a 32-cu. ft. chef’s refrigerator near the cook’s table, a 
refrigerator for special diets, and an ice maker. These latter 
should be self-contained units. 

As for ice making, the modern idea is to install, at points 
where ice is needed, separate cube-freezing units in the main 
kitchen, in the dining rooms, diet kitchens, the pharmacy, 
the laboratory, and in the operating suite. This convenience 
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is a time saver for the personnel. It is an economy of labor 
to prevent chopping and delivering of ice through the cor- 
ridors. 

Water-cooling units should be distributed at certain points 
throughout the hospital for the use of the personnel. Drink- 
ing fountains should not be placed in the corridors or public 
places; they soon become unsanitary and a general nuisance. 


Scullery 

If the chopping block, vegetable peeler, and sink are near 
the large refrigerator, the location will be found convenient 
and roughage will be kept out of the kitchen proper. 

Adjoining the kitchen there should be cloak rooms, having 
lavatory and toilets for men and for women. In the south, 
provision must be made for white and for colored. Dining 
rooms for white and colored help must there be separate. 

A supply room for groceries should also be arranged within 
the main kitchen. Metal shelving, enclosed with heavy wire 
screen, permits free circulation of light and air. It should 
have locked doors, and be convenient to the service entrance 
and to the dietitian’s office. - 


Dining Rooms 

Dining rooms, usually related to the culinary department, 
should be placed for convenient delivery of food direct from 
the kitchen without going into the corridor. This idea must 
be kept in mind generally, that other than heated and en- 
closed food trucks, the sight or odor of food should not 
be observed anywhere in the hospital. 

The sizes of dining rooms for the personnel or Sisters, 
for student nurses, special nurses, doctors, chaplain, and for 
guests must be calculated to meet the seatings wanted. It 
may be necessary to arrange a separate interior corridor to 
insure privacy for certain groups, for example, the Sisters’ 
dining room. 

In regard to domestic help and employees, other than 
those directly associated with the patients, there is a grow- 
ing tendency to pay them higher wages and let them room 
and eat outside of the hospital. This certainly does lower 
the cost of construction and maintenance, and it is thought 
more economical than boarding all of the personnel. 


Emergency and Ambulance 

The emergency or ambulance entrance should be located 
at such a point as will be least observed by patients and 
visitors. If practical, the roadway leading to the ambulance 
entrance should be rather private and, if practical, should 
not be accessible by way of the main driveway. 

If demanded by the terrain, there should be a platform 
with a marquis over it. If ramps are needed, they should 
be calculated as gentle slopes. A ramp is sometimes dan- 
gerous. People slip on it, carriages run away, and law suits 
result. 

At the emergency entrance there should be an entrance 
lobby with a small waiting space, and an emergency room, 
provided with a table for treatments and examination, good 
lighting fixtures, disposal sink, instrument sterilizer, and 
instrument case. Terrazzo flooring having vented floor drain 
is desirable. 

The emergency room should be not too far distant from 
the elevator service. 


Central Supplies 

Every hospital should have a central supplies room, having 
as large an area as the institution can possibly afford. In it 
may be stored quantities of all kinds of supplies. Every 
article that may possibly be needed in the hospital, from 
groceries to bandages, should find a place there. Each item 
should be classified and kept in its own compartment. A con- 
tinuous inventory is kept of what has been received and 
what is given out, with dates and time. One person is made 


January, 1944 


responsible for the care of all supplies, for the regular 
deliveries to the various departments, and for checking in of 
returned items. The central supplies room is usually placed 
in the basement at a point convenient for loading and un- 
loading. It should, however, be bright and airy. 

The installation of a general supplies room is a saving of 
space. A multitude of small storerooms scattered throughout 
the hospital is wasteful in many ways. Items are not easily 
lost or stolen with a central room. The continuous inventory 
is most useful, and in fact indispensable, as it serves as a 
reminder of supplies which have been issued. It is a time 
saver and removes some traffic from the corridors. 


X-Ray, Sterilizer, Laboratory, Pharmacy 

As to planning for the X-ray laboratory, the sterilizing 
room, the general laboratory, and the pharmacy, we find 
divided opinions among the hospitals. Some administrators 
would like all of these as near to the operating suite as pos- 
sible. Others place them as most convenient to some in- 
dividual. The growing tendency, however, is toward cen- 
tralization, and where there is even a small out-patient or 
ambulatory department, there is preference for a first-floor 
location for all these departments. They are thus conveni- 
ently placed for in- and out-patients, and for the admin- 
istrative personnel, and this practice reduces travel consid- 
erably. 


Sterilizing 

The advantage of central sterilizing under the care of an 
expert who specializes in sterilizing is evident — certainly 
for dressings, instruments and utensils, and possibly for 
water. A small lift or dumb waiter may deliver sterile goods, 
even distilled water in containers, to the floors within a few 
minutes. This lift may be connected with the general sup- 
plies room in the basement. Autoclaves are now doing the 
work of instrument and bottle sterilizers, so we should plan 
for more autoclaves, and even for special types built for 
certain purposes. The autoclave, water sterilizer, and stills 
should be closed off from the working space. Special care 
should be taken to ventilate this space, a point sometimes 
overlooked by architects. 

The sterilizing room should have a work counter, cabinets 
for sterile supplies, and a space outside the counter for 
delivery. As to exact location, it may be placed near to, 
or it may open into the lobby of the service elevator. 

Some institutions have installed a water sterilizer on the 
top floor; sterile water then flows down through pipes to 
points desired. This system is not advisable, as there is no 
sure way of sterilizing the pipes which conduct the water 
and the sterile water is exposed to the air at the time it is 
drawn from the spigot. An irresponsible worker will waste it. 


Radiographic Department 

This important department may be located on the first 
floor as a matter of convenience for emergency, for ambu- 
latory patients, for the administration, and for the doctors. 
Some prefer to have it near the operating suite. It should 
NOT be in the basement. 

This suite should be composed of separate rooms for X-ray 
and fluoroscope, with toilet adjoining, for deep therapy, for 
viewing and office space, for film records, and for photo- 
graphic developing. There should also be a control room, 
waiting space, and two dressing rooms. 

This department is not in need of much daylight, and 
may be placed at the joining of two buildings for the pur- 
pose of economy. The dead space may be used for trans- 
formers, dark room, dressing rooms; toilets, and film storage 

It is possible to plan this department, so that the controls 
for both deep therapy and X-ray are in the same room. It 
may be planned so that all rooms are accessible from the 
office. 





In a hospital up to 150-bed capacity, the X-ray room may 
well be about 13 feet wide by 16 feet deep, with a 10-foot 
ceiling. The table should be placed in the center of the 
room. There should be two doors on the corridor side, each 
3 feet 10 inches wide, so that beds may be rolled in on one 
side of the table for X-ray, and to the other side for 
fluoroscopy. Thus there is no necessity for moving the tube 
or disturbing the patient. 

This room should have light-tight shades for use during 
fluoroscopic examination. It should have special ventilating 
ducts. 

The deep-therapy room may be 10 feet by 12 feet, having 
the inside walls lead-covered. The apparatus is placed on a 
lead mat, and so arranged that the X-rays are directed toward 
an outside wall, which needs no lead lining. This room 
should have both light and ventilation. 


Dark Room 

The dark room may be placed on the inside walls. It needs 
no windows, but should be provided with a circulating cur- 
rent of air. It should have a small vestibule or light trap 
with 2-foot doors. It should have space sufficient for a de- 
veloping tank and compressor, a sink, loading bench with 
cassinette bins, and a dryer. It should have an indirect light 
in the ceiling and a safe light over the thermonel tank. The 
walls should be lead covered if they are adjacent to the 
X-ray or therapy machines. 


Laboratory 

In the medium-sized and small hospital it has been found 
convenient to have the laboratory, the pharmacy, the metabo- 
lism room, and even the cardiac room adjoining. For reasons 
of public convenience, they may be on the first floor, al- 
though some institutions want them near to the operating 
suite. Even at some inconvenience, it seems better to have 
them away from the operating room, thus reducing the pos- 
sibility of contamination. 

The laboratory for a medium-sized hospital may be 20 
feet by 15 feet. The pharmacy may adjoin it on one side, 
while on the other side may be a small waiting space with 
dressing rooms and toilet and two small rooms, say 7 by 
9 feet, for metabolism tests and the cardiograph. A small 
private office adds to the convenience and usefulness of the 
unit. There is economy in this arrangement when the patholo- 
gist has the ability and the time to take care of several jobs. 

The laboratory should be well lighted and ventilated. The 
chemical table with shelves over it is best placed in the 
center of the room. It should be supplied with water, gas, 
electricity, and a neutralizing tank. Provision should be 
made for a fume hood, incubator, sink, refrigerator, and 
all the usual apparatus. 

There should be an abundance of cabinets and counter 
shelves. There should also be a counter shelf facing north, 
if possible, its top 30 inches above the floor, so that the 
examiner may sit on a standard-height chair. The other 
counter shelves may be 36 inches above the floor. 

Pharmacy 

The pharmacy, about 10 feet by 16 feet, must have its 
own sink and narcotic cabinet, a counter shelf, and small 
refrigerator. The usual large number of shelves, doors, and 
drawers may be supplanted by a specially built cabinet which 
seems to have grown in favor. 

Cardiograph 

The cardiograph room must absolutely be at a distance 
from motors and from elevators or other metallic surfaces 
which affect the needle. It would be well to fir the walls 
and ceilings of this room and plaster it with barium plaster. 

Metabolism 

The metabolism room should be in a quiet sector, but need 

not be insulated. 


Physio-therapy 
The physio-therapy department should be on the first floor 
convenient for ambulatory patients. It should have a waiting 
and consulting room, for the fever cabinet with shower, and 
cubicles for various ray treatments. 


Hydro-therapy 

In the hydro-therapy room there should be a resting space, 
with cots and toilets, a rubbing room, and a space about 16 
feet by 30 feet equipped with sweat cabinet, special shower, 
Hubbard tub, continuous-flow tub, leg-and-arm bath, etc. 

The floor may be of ceramic tile. the walls of semi- 
glazed units to the ceiling. The ceiling should be damp- 
proof acoustic material. This should have mechanical ventila- 
tion. The physio-therapy department in the ordinary hospital 
seldom pays for the overhead and maintenance, not taking 
into account the original cost. The equipment alone is worth 
$10,000. It is valuable only as being complimentary to the 
medical work of the hospital as may be prescribed by the 
doctors. 


Surgical Department 
Operating Suite 

The common custom of placing the operating rooms on 
the top floor of the medium-sized hospital is to be recom- 
mended for the reasons that the air is usually cooler and 
cleaner, and the noises from the city less disturbing. It 
isolates this department from hospital traffic and its noises, 
and thus removes some risks of infection. 

It is estimated that there should be one major operating 
room for every fifty patients, so that in a medium-sized hos- 
pital, say of 150 beds, there should be three major operating 
rooms and a minor or treatment room. 

Rooms for urology, cystoscopy, orthopedics, chest opera- 
tions should be provided as well as the doctors’ scrub rooms, 
instrument rooms, and a large workroom. The doctors’ rest- 
room and nurses’ dressing rooms should be near by. Provi- 
sion should be made in every plan for extension of the 
operating suite. 

A convenient size for a major operating room is 15 feet 
by 17 feet, with 11-foot ceiling height. If a viewing gallery 
is desired, this space may be extended and totally separated 
by a nonreflecting plate-glass partition. The answer-call sys- 
tem is installed so thatethe operator may lecture and the 
visitors ask questions. 

A’small instrument cabinet, two X-ray film-viewing cabi- 


“nets, a clock, a 2000-watt wall outlet for portable X-ray are 


strongly recommended for each major operating room. Com- 
pressed air and suction and a viewing panel to the scrub 
room are desirable. 

The ordinary window, possibly double glazed, is sufficient 
for the operating room since the operator depends entirely 
upon artificial light as being more constant and better 
directed. 

Large panels of glass should be avoided for the reasons 
that they affect the temperature of the room and deflect light 
into the eyes of the surgeon; they are hard to keep clean, 
difficult of operation, and are expensive to install. 

Terrazzo is the best floor if it is not waxed. A ceramic 
tile floor is difficult to clean. The well known 6 by 6 dull- 
glazed green tile blocks are best for the walls to a height 
of 6 feet, the remainder of the wall surface and the ceilings 
may be plastered and painted green with a hard semi- 
gloss paint which is washable. The plaster used should be 
acoustic and have a smooth surface. The use of any type 
of rough-surfaced material or acoustic tile penetrated with 
holes is to be condemned. It does absorb sound but it can- 
not be kept clean and sanitary and is a nesting place for 
germs and bacteria. It is not absolutely necessary to have 
hard tile or terrazzo anywhere in the operating suite. Where 
economy demands or in case of remodeling where the neces- 
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sary 2-inch depth cannot be obtained for terrazzo or tile 
floors, we have used a resilient floor tile 4% inch thick of 
which the trade offers several varieties. It is more flexible 
than asphalt tile and does not indent with pressure, resists 
grease and oils, and will not stain. It is manufactured in 
many beautiful colors. The walls and the ceilings may be 
covered with a thin linoleum, without the burlap backing, 
of a light green color. The result is very attractive; it with- 
stands long wear, is washable, need not be painted, and re- 
quires no acoustical treatment. 

The problem of operating lights has not yet been solved. 
Something is needed which gives light of the proper magni- 
tude and color, which is shadowless and may be properly 
directed, which will not throw off heat, which will not gather 
dust, and which is not so expensive. We have the multi- 
beam, the hanging dome, and the built-in reflectors: each 
one is very expensive. All of these are fairly satisfactory. 
The choice seems to be a matter of individual preference. 
The built-in reflectors are the most sanitary and the coolest 
but are not so flexible and consume six times as much electric 
power as the hanging type of fixture. The hanging type needs 
to be dusted many times each day. In addition to the light- 
ing fixture, some hospitals are experimenting with the germi- 
cidal ray. 

We are looking forward to some favorable development 
in fluorescent lighting. It has color selection, it is heatless, 
it uses little power, but, for the present, it is not constant 
or dependable and the light ray will not travel a sufficient 
distance. For emergency lighting, it is more economical to 
have a portable emergency lamp for the few times it may 
be needed. A centralized system with either storage batteries 
or an oil-serviced dynamo creates overhead expense which 
few hospitals can maintain. 

What can be done to prevent explosions in the operating 
room is also an unsolved problem. The brass grid under the 
operating tables is now considered useless if not dangerous. 
We are using the mercury noiseless switches which are ex- 
plosion proof but cannot control humidity. Room humidifiers 
may be used but these are not considered to be reliable. If 
and when air conditioning is found to be beneficial to the 
patient, the solution will also solve the operating-room prob- 
lem because the air is cleaned, cooled, and humidified, and 
is exhausted to the outside. It is dangerous to place an 
ordinary room cooler in an operating room as it contains 
a motor and recirculates the air within the room. ; 

The operating suite workroom should be of: a good size, 
possibly 16 feet by 30 feet, having a long worktable in the 
center with doors, bins, and drawers under it. Sinks, utensil 
and instrument sterilizers may be placed along the exterior 
wall under the windows. On the inside wall may be placed 
the usual cabinets. At one end may be a separated enclosed 
room for sterile supplies; at the other end, the autoclaves, 
water sterilizers, and blanket warmers, if there be no central 
sterilizing room. The floors, walls, and ceilings should be 
treated the same as in the operating rooms, except that the 
colors should be a warm gray instead of green. 


Surgical Patients 
The stories or floors next below the operating rooms are 
most convenient for surgical wards and rooms, thus making 
with the operating floor a self-contained surgical department. 
The sizes and finish of the wards and rooms and of the 
other usual floor accommodations will be discussed when 
we take up the medical department. 


Maternity Department 
The maternity department may be located just below the 
surgery patient floors. It should occupy all the space on one 
floor. 
The maternity suite in a medium-sized hospital should 
consist of two delivery rooms, doctors’ scrub-up room, a 
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nurses’ work and dressing rooms, a labor room, and doctors’ 
rest room. The construction details of these rooms may be 
the same as that of the rooms in the operating suite, having 
similar floors, walls, and ceilings. The lighting fixture in the 
delivery room should have a spotlight adjustment. 

The labor room should be sound proofed and have a toilet 
room attached. Some hospitals do not have labor rooms at 
all. This suite should be separated by a partition across the 
corridor. 

The location of the nursery is important. It should be at 
some distance from the delivery suite, and in such a position 
that noise will not pass out of its windows and be heard in 
other parts of the hospital. It should have a sub-corridor 
and a viewing panel. The nursery may have a room cooler 
it should have its own workroom and formula room with 
sterilizers, sink, hot plate, refrigerator, and cabinets. It is 
best to have the isolation nursery entirely separated from the 
nursery. Enclosed isolation cubicles within the nursery do 
not seem quite practical from the point of the danger of 
infection. 

The lighting fixture in the nursery should be of the in- 
direct type and adjustable as to quantity of light. Fluorescent 
lights are being used in some nurseries. Night lights should 
be installed. 

Several experiments are now in progress with reference to 
nursery equipment: special bassinets, separate air-conditioned 
cubicles, germicidal rays, all of which will add to the first 
cost and maintenance and which the ordinary parent and 
hospital can scarcely afford. 

The room sizes and usual requirements as to floor ac- 
commodations are the same as will be considered later. The 
waiting space on this floor should be at a distance from the 
delivery suite and nursery and should be inclosed. It should 
have some special accommodations and comforts other than 
in the ordinary waiting space. 


Medical Department 

The medical department may be located on the lower 
floors. In such a location dangers of infection are reduced, 
especially if this department is sufficiently removed from the 
surgical and maternity departments. 

The floor plan and accommodations for all three depart- 
ments, the medical, surgical, and maternity, other than those 
special items already discussed, are much the same 


Structural Details 
Corridor 

The standard corridor is 8 feet wide, having a resilient 
floor covering, preference being (1) rubber, (2) asphaltum, 
(3) linoleum. There should be a splayed terrazzo base, lino- 
leum wainscot 4 feet, high, and acoustic ceiling. 

The corridor should have night lights, convenience plugs, 
and several 2000-watt outlets for the portable X-ray to be 
used in the rooms. Corridor lights should have a fixture 
which fits tightly against the ceiling with no possible space 
for dust catching. This idea should be kept in mind for all 
lighting fixtures throughout the hospital. 

A main corridor into which several projecting corridors 
open should be 10 feet wide but for a medium-sized hospital 
an 8-foot width is sufficient. Into it a 7-foot bed may be 
swung. Ceilings should have an acoustic treatment which 
is smooth and can be painted and washed. There should be 
a small stairway and a window at the end of each long 
corridor, if possible. 

The elevators, centrally located, should have a 
lobby off from the corridor. 


separate 


Private Room 

Private rooms in a small hospital may occupy a space of 
10 feet by 15 feet, out of which is taken space for toilet, 
wash stand, and clothes closet. An area 10 feet by 11 feet 
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clear gives sufficient space for the patient bed with working 
space around it. 

A small compartment between each two rooms having a 
lavatory and water closet has been found serviceable. The 
water closet has bedpan lugs and a hose spray for disposal 
purposes; it is not intended particularly for patient use, but 
it does remove from the corridor the transporting of bedpans, 
thus saving labor and inconvenience. The number of plumb- 
ing fixtures are the same as having a lavatory in each room. 
There is no objection to the omission of tile wainscot in 
toilet rooms. Sound transmission between two patient rooms 
is not serious as the compartment is small with little reverber- 
ation. This objection does exist in the case of the connecting 
bathrooms. 


Floors 

The terrazzo floor with splayed base on one wall is to be 
recommended. The cost of terrazzo is no greater when 
everything is considered than asphalt tile or linoleum. It 
looks better, is easier to clean, and has a low maintenance 
cost. There is practically no sound reverberation in a fur- 
nished room. A loose rug helps and is easy on the feet. 
Waxing causes terrazzo to become slippery. If waxing is 
omitted, terrazzo will not fatigue the feet. 


Windows 

There is no better hospital window for the patient room 
than one having a wooden frame with double-hung white 
pine sash, pivoted for cleaning. It will outlast metal, is 
cheaper to install and maintain, is more convenient to oper- 
ate, and screens and shades can be easily applied to them. 
By returning the corner head of the plastered jamb around 
below the sill and sloping the plaster and painting it the 
same color as the wood, we have a practical and an economi- 
cal solution of the window-sill question; the flat marble or 
slate sill is expensive and looks bad in time. Light-proof 
shades may be hung close to the window frames between 
the jambs. 


Doors 

Room doors need not be wider than 3 feet 8 inches. They 
should be flush veneer without ventilating panels. The venti- 
lator transmits sounds between the room and the corridor. 

Doors should be hung on wood-lined jambs. This construc- 
tion makes a better-fitting job and will cause less noise. It is 
impossible to fit a wooden door to a metal jamb and get “a 
perfect job.” 

Room doors should be hung with reference to the position 
of the patient bed so that when it is swung half open it 
forms a screen between the corridor and the bed. This elim- 
inates thé room screen and the dwarf door, both of which 
are very inconvenient. 

Really serviceable hardware for the hospital door has not 
yet been invented. For the present the regular hinges and 
arm pull with a friction closer at the top of the door is 
being used. The rubber roller at the floor should not be used. 


Heating 

The best and most economical heating element for a hos- 
pital room is the two-column, wall-hung, hospital-type, cast- 
iron radiator. It is not unsightly and is easy to clean. The 
boxed-in, screened, convector type heater costs more, is not 
as efficient, and becomes a dusty germ box which is seldom 
cleaned or fumigated. Their use is another example of de- 
parting from sanitation for the sake of appearance. 


Wardrobe 

The built-in metal locker is an excellent and most eco- 
nomical substitute for the wall-built, plastered wardrobe. The 
cost is hardly one sixth. Lockers and cabinets generally are 
set up on top of the room base. 
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Lights 

Room lights should be on the wall back of the patient’s 
bed, not on the ceiling above the bed. Three-way switches 
should operate this light at the bed and at the door: this 
fixture may be of the flush type, having an adjustable re- 
flector or prism glass. 

Convenience plugs, nurses’ call, and telephone outlets may 
be on one plate above the bedside table not above the bed 
proper, 4 feet is a convenient height. The answer-call system 
has now become practical. 


Wall Color 

As the result of experimenting with wall colors in rooms 
and corridors of the hospital, a warm pearl gray has been 
found agreeable and serviceable. It does not readily show 
dust and dirt marks and forms a pleasing background for 
the furniture and drapes. Paint should have a semi-gloss, wash- 
able surface. 

There is a tendency toward covering all walls of rooms 
and corridors with some kind of permanent covering. This 
aids acoustics and requires no painting; however, the color 
scheme is unchangeable. 


Semi-Private Room 

The semi-private room is to be treated practically as the 
private room: except that the full space of 10 by 15 feet 
should be clear, with lockers and toilet recessed into an 
adjoining space. There may be a single nurses’ calling outlet 
having two cords and a bull’s eye. Provision should be made 
for cubicle rods. 


Private Bath 

Rooms with private bath may be desirable. A certain num- 
ber should be provided. The bath connecting two rooms is 
not desirable although a suite of two rooms with bath is 
sometimes called for. 


Wards 

The wards on each floor should be on a separate sector 
from the rooms. There is a tendency nowadays to reduce the 
ward to a four- or six-bed unit. A ward with four beds of 
about 16 by 19 feet with plumbing fixtures and lockers 
between two wards will be found convenient. The heads of 
the beds are placed against the cross-partition walls so that 
no patient is facing theewindow. A series of such wards 
will accommodate almost as many beds in the same space as 
the old-time long “rangey” wards. The floors and finish of 


‘the wards may be the same as those in the rooms. 


The kind of patronage in the district should govern the 
proportion of rooms and ward beds. The waiting space should 
be centrally located, preferably near the elevator lobby. Pub- 
lic toilets should be near the waiting space. 


Sun Porch 

On each floor there should be planned an enclosed sun- 
room having spacious casement windows which may open 
the entire room to the direct sun and air. This is better 
and more convenient than the sun deck on the room, which is 
usually smoky and dusty and difficult to keep in repair. 


Pediatrics 
The children’s department should be isolated, sound- 
proofed, and on a separate corridor. It should have its own 
plumbing fixtures: male and female wards are desirable. 


Communicable Diseases 


The general medium-sized hospital should have a temporary 
detention ward for contagious diseases; it should have its 
own plumbing, a kitchen, and utilities. 


Floor Accommodations 


It is estimated that there should be one utility room, one 
service kitchen, one nurses’ station. and one linen room to 
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each 20 to 30 patients. The common practicé is to have one 
on each corridor. One patients’ bath and toilet on the cor- 
ridor is sufficient. 

The clothes chute and incinerator hoppers may be in the 
utility room. It is bad practice to have them on the corridor. 

In some hospitals there has been an effort to centralize the 
floor accommodations into one large compartment, having 
low partitions separating the different utilities. This arrange- 
ment has some advantages, but does not appear quite practi- 
cal. Centralization may be carried too far. These rooms may 
have 4 by 4 buff tile floors and be wainscotted with fire- 
flashed tile. 


Autopsy 

The autopsy room, usually in the basement, should have, 
besides the table, a disposal and wash-up sink. It should 
have tile floor and wainscot and a small viewing stand. The 
fluorescent light is practical for the autopsy room. 

Air Conditioning 

The patients’ welfare should be the first consideration in 
the development of any hospital plan. With this in view, we 
may say that, up to the present, there has been devised no 


successful method for air conditioning a hospital. Recircula- 
tion of air within a medical institution is likely to cause 


IN HIS article on Christian names in The Catholic Ency- 
clopedia, Father Herbert Thurston, S.J., quotes the old 
proverb nomina sunt omina “names are omens” which offers 
so sharp a contrast to the cynicisms of the quotation with 
which we are more familiar “A rose by any other name 
would smell as sweet.” That names have a significance in 
the lives of institutions and individuals, is beyond all ques- 
tion. Most recently, Louis Adamic in his book What Js Your 
Name? dilates extensively upon the psychological effect of 
names on the lives of individuals. The point need not be 
labored for it is quite generally accepted. 

Names are essential elements in the personality of indi- 
viduals. They are also essential elements in the individuality 
of institutions. Just as there are certain popular names for 
persons and certain common names and certain unusual 
names, so there are popular and common and unusual names 
of institutions as well. And, moreover, just as we recognize 
the appropriateness of certain given and family names in 
the lives of individuals and as we associate for reasons that 
are very difficult to define, certain character traits with cer- 
tain names depending largely upon our experience with per- 
sons who have certain names, so we recognize the appro- 
priateness of names of institutions and establish in our 
minds, correlations between the institutions and the names 
by which they are called. 

All of this has suggested a study of the names of our 
Catholic hospitals in the United States and in Canada as 
well as in our insular possessions.* If we were to ask a 
number of persons who are most familiar with the Catholic 
hospitals what is or are the more common names for our 
Catholic hospitals, we should probably find considerable 
unanimity that “St. Mary’s” and “St. Joseph’s” are by far 
the most frequently used names for our Catholic hospitals. 
A count substantiates this general impression. On the other 
hand, if the further question is asked whether the name 


*The data for this article were assembled by Miss Catherine McDowell, 
of the staff of the Central Office, Catholic Hospital Association, to whom 
grateful acknowledgment is hereby made. 
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spread of disease. Air may be washed but, for the present, 
it is not practical to sterilize it in great volumes. The ad- 
ministration quarters, the kitchen, and certain other depart- 
ments may have individual air-conditioning plants but this 
should not be provided in the patient sector. 

There is no objection to room coolers in certain places 
when prescribed, but even here the question of shock is a 
serious one when the patient is to be moved from one tem- 
perature to another. 

As to the operating rooms, many have already been air 
conditioned at the request of the doctors. After exhaustive 
experimentation in one hospital, it was concluded: (1) That 
air conditioning is good for the personnel, (2) that cleaned 
air carried fewer bacteria, (3) that there is not sufficient 
evidence to say that air conditioning is good for the patient. 

Air in an operating room should not be recirculated on 
account of danger of explosion. It must be taken in from 
the outside, cleaned and cooled, fanned into the operating 
room, and then exhausted to the open air; a very expensive 
operation. It has been stated that where the operating suite 
is air cooled, there should also be an air-cooled recovery 
room in which the patient should remain for eight hours 
before being taken to his own room. It would be well, there- 
fore, not to follow blindly what others are doing in order 
to be up to date or even to meet competition. 





Alphonse M. Schwitalla, S.J. 


“St. Joseph’s” or “St. Mary’s” is more commonly employed, 
we should probably find that most persons would guess that 
“St. Mary’s” is the more common. As a matter of fact, this 
is not true. In our two countries, 158 hospitals are named in 
honor of St. Joseph while only 92 bear the name St. Mary’s. 
It is surprising to find that in Canada as in the United States, 
the name “St. Joseph's Hospital” is the most popular, there 
being 118 Catholic hospitals in the United States and 38 in 
Canada that are named in honor of the foster father of 
Christ, whereas in Canada only 9 Catholic hospitals bear 
the name “St. Mary’s.” 

If we take into consideration other names designating our 
Blessed Mother and add them to the number of hospitals 
that are called “St. Mary’s,” we still find that a greater 
number of Catholic hospitals have been called in honor of 
St. Joseph rather than in honor of our Blessed Mother. 
There are 45 hospitals that are designated by names asso- 
ciated with our Blessed Mother. Nine are called Notre Dame. 
8 of these being in Canada; 6 are called Our Lady of 
Lourdes; 4, Mount Carmel; 3, Loretta; 3, Our Lady of Per- 
petual Help; 2, Holy Rosary Hospital; and each of the 
following designations are used once among the 900 odd 
institutions whose names we are here studying: Bon Secour 
Hospital, Conception Hospital, Immaculate Hospital, Im- 
maculate Conception Hospital, Lourdes General Hospital, 
Mary Immaculate Hospital, Mary’s Help Hospital, Mater 
Misericordiae Hospital, Mother of Grace Hospital, Mount 
St. Mary’s Hospital, Our Lady’s Hospital, Our Lady of 
Consolation Hospital, Our Lady of the Lake Hospital, Our 
Lady of Mercy Hospital, Our Lady of the Rosary Hospital, 
Our Lady of Victory Hospital, Queen of Angels Hospital, 
St. Mary of the Ozarks Hospital. Taking all of these desig- 
nations into consideration, 137 hospitals are named in honor 


















of our Blessed Mother while 158 are named in honor of 
St. Joseph. 

The name used next in frequency is Mercy Hospital which 
occurs 61 times with variants as follows: Misericordia Hos- 
pital, 9 institutions, 5 of which are in Canada; Mount 
Mercy, 2 institutions; Fitzgerald Mercy, one institution. No 
doubt, most, if not all, of these 61 hospitals would regard 
Our Lady of Mercy as their patron and if so, a strong case 
could be established for the thesis that a greater number of 
our hospitals are named in honor of our Blessed Mother 
than in honor of St. Joseph for we should have had to add 61 
institutions to the 137 which are frankly named in honor 
of our Blessed Mother. We should thus have 198 hospitals 
named in honor of Mary in contrast with 158 named in 
honor of St. Joseph. On the other hand, some of the hos- 
pitals called Mercy Hospital have other patrons than Our 
Lady of Mercy. 

Among the other saints, St. Francis, St. Vincent, and St. 
John are most frequently designated as patrons in the names 
of our Catholic institutions, St. Francis having 46 Catholic 
hospitals named after him; St. Vincent, 33; St. John, 30. 
More will be said about these designations in another section 
of this analysis. It should be pointed out here, however, that 
apparently, the hospitals that are named after St. John are 
not unanimous with reference to their patron saint. Prob- 
ably, St. John of God is very commonly regarded as the 
patron of the hospitals bearing the name of St. John but, 
no doubt, some of these hospitals regard St. John, the Evan- 
gelist, and St. John of the Cross as their patron saints. 

It is surprising that a relatively small number of Catholic 
hospitals are named after our Blessed Lord Himself. Twenty- 
eight of them are called Sacred Heart Hospital and 22 addi- 
tional ones have designations that suggest one of the attri- 
butes or usual designations of Christ. Eight are named Holy 
Cross Hospital, one in the French form of the name; 5, 
Good Samaritan Hospital; 2, Holy Name Hospital; 2, Christ 
the King Hospital, one of these in Canada having the French 
designation Christ-Roi; one each having the titles Holy 
Childhood Hospital; Infant Jesus Hospital; Our Saviour’s 
Hospital; St-Redempteur; St-Sacrement; St. Savior. Six 
additional hospitals besides those which we have mentioned 
are called Holy Family, one in the French form of the name 
while another is designated as Nazareth Hospital. 

Among the saints other than our Blessed Mother and St. 
Joseph, St. Francis is most popular as the patron saint of 
hospitals, there being 46 hospitals named after him. Of these, 
33 are conducted by Franciscan Sisterhoods so that 13 insti- 
tutions conducted by other Sisterhoods have also chosen 
St. Francis as the patron saint of their institutions. Here 
again, it may well be that another St. Francis, rather than 
St. Francis of Assisi, is the patron in certain instances. St. 
Vincent de Paul is also very popular as the patron of hos- 
pitals, there being 33 institutions called St. Vincent Hospital 
and two called De Paul Hospital. Only 17 of these hospitals, 
however, are conducted by the Sisters of Charity, or the 
Daughters of Charity of St. Vincent de Paul. Obviously, 
St. Vincent is also popular as the patron of hospitals with 
other Sisterhood groups. 

We have already referred to the designation St. John’s 
Hospital. Thirty-one institutions have this designation, one 
in Spanish form, but as was pointed out, it is not clear from 
the mere designation of the hospital who of the several 
Saints John is the patron saint of these various institutions. 

Forty-three saints, inclusive of the three we have men- 
tioned, appear among the names of the hospitals in the 
directory of Catholic hospitals. All three of the Archangels 
have been chosen as patrons, Michael, 9 times; Raphael, 
twice and Gabriel twice. Only 6 of the Apostles seem to have 
been selected as patrons and strange to say, St. James has 
been chosen as a patron by the greatest number of those 
institutions choosing an Apostle as patron saint, for 7 hos- 
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pitals are named after him, while 5 are named after St. 
Paul, 5 after St. Thomas, 4 after St. Peter, and 2 after St. 
Andrew while a few are named after St. John. The designa- 
tion St. Luke’s Hospital must be considered with this group 
as one of the Evangelists, 5 hospitals being named after him. 

The most popular woman saint as judged by the number 
of institutions bearing the name of a woman is St. Elizabeth, 
after whom 22 institutions are named. Nineteen institutions 
are named after St. Ann; 7 after St. Catherine and the same 
number after St. Margaret. 5 after St. Agnes and the same 
number after St. Clare, St. Rose has 3 named after her 
and St. Rita 2. Ten hospitals are called after St. Theresa, 
but again it is not clear whether Theresa of Avila, or the 
“Little Flower,” is the Patron Saint. One hospital is called 
“The Little Flower Hospital.” 

Names other than “Catholic names” are not uncommon 
among the names of our Catholic hospitals. Sixty-one hos- 
pitals are named after places, presumably the places in which 
the hospitals are located; 53 hospitals are named after per- 
sons other than saints or founders of Orders; 17 have mis- 
cellaneous names that are not associated directly with Cath- 
olic persons or places; while 19 of them are named by 
designations associated with their respective Religious Orders 
or Congregations. Thus there are 5 hospitals that are called 
“Sisters Hospital,” 5 are designated as Alexian Brothers’ 
Hospital, 3 Seton Hospital, 2 Cabrini Hospital, and so forth. 
We shall shortly have to group the “Cabrini hospitals” among 
those named for “Saints.” 

If we group the Sisterhoods under certain large designa- 
tions, such as, for example, Sisters of St. Benedict, Sisters 
of St. Francis, Sisters of St. Dominic, the Grey Nuns, Sisters 
of St. Joseph, Sisters of Mercy, Sisters of Providence, Sisters 
of Charity of St. Vincent de Paul, and so forth, we find 
some interesting relationships. In the Franciscan group, for 
example, there are 33 hospitals named after St. Francis, 33 
after St. Joseph and 32 are called St. Mary’s Hospital. 
Eighteen are named after St. Anthony and 13 after St. 
Elizabeth but there are relatively few institutions that are 
called after distinctively Franciscan saints. Among the hos- 
pitals conducted by the Sisters of St. Joseph, 20 are named 
after St. Joseph and 8 are designated St. Mary’s, the re- 
mainder being named after a considerable variety of saints. 
The Sisters of the Incarnate Word have four hospitals named 
St. Mary’s and 3 St. Joseph’s. The Sisters of Mercy have 
designated 46 of their hospitals Mercy Hospital, while 20 
are named after St. Joseph and 6 are called St. Mary’s. The 
Sisters of Providence have designated 11 of their hospitals 
by the name of their Order, “Providence Hospital,” and 7 
are named St. Joseph’s Hospital. This Sisterhood too, has 
chosen a wide variety of designations for its institutions. 
The Sisters of Charity of St. Vincent de Paul have called 
17 institutions after their Founder while 11 are named after 
St. Joseph, and 9 are called St. Mary’s. 

In many of the Sisterhoods, there is less evidence of a 
predilection in the designation of their institutions. Anyone 
who would attempt to discover evidence of “provincialism” 
in the designation of their institutions by the various Sister- 
hoods, would be sorely disappointed. The Grey Nuns, the 
Poor Handmaids of Jesus Christ, the Sisters of the Holy 
Cross, the Sisters of the Holy Family of Nazareth, the Sisters 
of Charity of Leavenworth, the Sisters of Mary, the Sisters 
of Charity of Nazareth, and so on for all the other groups. 
have all selected a wide variety of names for their various 
institutions. The Hospitallers of St. Joseph, as might be 
expected, have called 13 institutions Hotel Dieu of St. Joseph, 
3 in the United States and 10 in Canada, but there are 2 
other institutions named St. Joseph’s Hospital. The Sisters 
of St. Dominic have named 4 of their hospitals for St. 
Catherine, one of their own saints, but the remainder of 
their institutions are named after other than Dominican 
saints. 
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All of this is an interesting and perhaps a*significant dis- 
cussion of a feature of Catholic hospital activity. The main- 
tenance of its individuality in organization and administration 
is one of the great obligations of our Catholic institutions. 
That individuality is in many of its aspects intimately de- 
rivable from the thinking and planning of the founders of 
the various institutions. The naming of a new institution is 
never without its interest and its significance. It reveals much 
history to future generations. Why, for example, one of our 
most recent hospitals should be called St. Eugene’s Hospital, 
after the patron saint of our present Holy Father, will, no 


doubt, be a matter of considerable interest half a century 
hence. The designations Jeanne d’Arc Hospital, Little Flower 
Hospital, Tekakwitha Hospital, Louise de Marillac Hos- 
pital, are clearly named in response to interests associated 
with comparatively recent events. For a Catholic heart that 
is inspired by the great doctrine of the Communion of 
Saints, the names of our institutions have a profound in- 
terest, emphasizing, as they do, the continuity in the life 
of the Church Militant and Triumphant. All of this brings 
home to us, the nearness of our hospital service to our in- 
terests in the hereafter. 


Employment Conditions in Hospitals With 
Reference to Nonprofessional Personnel’ 


Outline 


A. Hospital personnel management a problem 
1. Underlying causes 
a) Low wage scale 
b) Lack of promotion 
c) Inconvenient working hours 
. Changing economic conditions 
3. Causes of the present crises 
(1) National Defense Program 
(2) Induction into military service 
(3) High industrial wage scale 


Disadvantages of rapid turnover of personnel 
1. Interference with efficient operation 
2. Lowering of morale among employees 
3. Increased expense 


Summarized study of Firmin Desloge Hospital 
personnel 

1. The Various groups of workers 

2. Vacancies occuring in five-month period 

3. Reasons for rapid turnover 


D. Adaptation to shortage of workers 
1. “Streamlined” hospital management 
a) Study of fundamentals in patient care 
b) Elimination of nonessentials 
. Emphasis on systematic management 


problem of retaining workers 

. Employer-employees relationships 

. Fairness and consideration in dealing with 
employees 

. Boarding and housing conditions 

. Careful study of trends among various groups of 
workers 


Conclusion 


Suggested items for discussion 


Hospital Personnel Management a Problem 


THE energetic hospital superintendent need not go far, 
nor wait long for an opportunity to test his administrative 
ability. In the process of evolution of hospital work from a 
more or less simple activity, into a complex modern organiza- 
tion, the management has become proportionately compli- 
cated. Some of the problems encountered daily, ‘such as dis- 

*Presented at the Institute on Hospital Administration Ha 105, 
Louis University School of Medicine, St. Louis, Mo., July 13, 1942. 


Saint 


January, 1944 


Sister Mary DePaul Oligschlaeger, 
S.S.M., R.N. 


satisfied patients, disgruntled medical staff members, and the 
perennial worry about finances, are as old as the very concept 
of the term “hospital.” Preparation for the defense of the 
hospital against the contingencies of war is an extremely new 
feature in the history of the institution. However, the prob- 
lem which is ever ancient yet ever new in the hospital work 
is that of personnel management. 

Certain considerations enter into the question why per- 
sonnel management in a hospital might present a greater 
problem than it would in another kind of organization. I 
believe that the hospital by its very nature, its constitution 
and purpose, offers the best explanation for this fact. All 
the activities are necessarily centered around those for 
whose benefit the institution exists, namely, the patients. 
But patients are sick people, and whether physically or 
mentally ill, are never at their best. Nevertheless, the care 
of these patients demands personnel activity ranging all the 
way from the highest professional work, to that of the 
janitor. Furthermore, successful operation of the institution 
requires harmonious cooperation between the various grades 
of workers without incurring the sacrifices of that profes- 
sional atmosphere which defines the level of performance of 
the hospital. Frequently the human element enters into the 
picture and personality conflicts occur. 

Most recently our problems have been greatly intensified 
by personnel shortages, so that the situation today makes 
the greatest demands on the resourcefulness and the admin- 
istrative wisdom of the hospital executive. 

The hospital employee problem has a tendency to take on 
a new feature directly paralleling our swiftly shifting social 
and economit conditions. Not too long ago every hospital 
administrator was alert to the danger of a strike among his 
employees, incongruous as that may seem in relation to an 
institution dedicated to the relief of human suffering. That 
danger has been pushed into the background for the time 
being, for the very reason that now employees do not re- 
main stationary long enough to develop union activity. The 
present difficulty began in the early months of 1941 and is 
concerned chiefly with salaries. The hospital, as a nonprofit 
organization cannot very well compete with industry in pay- 
ing wages; much less can it compete with the federal govern- 
ment in attracting and holding its employees. The establish- 
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ment of industries in connection with the National Defense 
program has greatly affected our institutions. This is causing 
more and more unrest among hospital employees who are 
flocking to factories and other commercial institutions where 
they are readily welcomed and well paid. 


Disadvantages of Rapid Turnover of Personnel 

To say the least, the above-mentioned conditions are re- 
sulting in a personnel turnover which is most undesirable. It 
is a decided handicap to the efficient operation of the various 
departments, and what is more deplorable, it has a demoral- 
izing effect on the remaining workers who feel that they must 
carry the additional burden caused by a vacancy or by in- 
efficient, untrained workers. It is, furthermore, a cause of 
increased expense because of time wasted in the effort to 
introduce new help. 

Although this paper is concerned only with nonprofessional 
workers, it must be remembered that any complications in 
these ranks also affect the work of nursing supervisors, head 
nurses, and students. For quite some time the tendency has 
been to delegate much of the non-technical work connected 
with nursing care to subsidiary workers. As it becomes more 
and more difficult to secure these subsidiary helpers, this 
work naturally falls back on the nursing staff. It certainly 
cannot be left undone. It is true, that under the auspices of 
the Red Cross, volunteer workers are recruited and given 
courses of training which qualify them as nurse attendants. 
They are enthusiastic and serious about their work, but, 
unfortunately, their hours of service are limited and their 
number insufficient to reach around a twenty-four hour 
service, even in those hospitals which have been selected as 
their centers of activity. 


A Study of Hospital Personnel 


The summary of a study made for the 5-month period 
from February 1 to July 1, 1941, will serve to show the 
seriousness of the existing problem in the personnel depart- 
ments of hospitals. The number of nonprofessional employees 
at this hospital is 155. Segregated into groups there are: 


Female Employees 


Nurse attendants 

Floor maids 

Dietary department helpers 
Laundry helpers 

Others, clerks, operators, etc 


Male Employees 


Janitors, all departments 
Orderlies 

Chef 

Laundry helpers 
Maintenance man 
Engineers 

Firemen 

Carpenter 

Night watchman 
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The eight-hour day was adopted throughout the institution 
in 1938. In general, the employees are given a free half day 
a week plus two days a month. An effort is made to give 
recognition to workers who have remained over a longer 
period of time and have developed proficiency in the work 
in their respective departments. Vacations and sick leaves 
are administered on an individual basis, depending upon the 
merits of the workers, or other circumstances. In case of 
illness, the best medical care is extended to the immediate 
relatives, an equivalent compensation not always fully ap- 
preciated by hospital employees. 

During the five months included in the study, 75 employees 
left and new workers were engaged to fill the vacancies. 
Those who discontinued are again listed in groups: 
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Nurse attendants 

Floor maids 

Laundry helpers 

Dietary department helpers 
Pharmacy helpers 
Physical therapy workers 
Record room clerk 
Central service helpers 
Janitors 
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Length of time employed in the institution: 


Seven years 

Five years 

More than three years 
More than two years 
More than one year 
Less than one year 
Less than one month 
Less than one week 


It was interesting and also a matter of primary concern to 
know specific reasons for this unprecedented turnover. Four 
discontinued to get married (among them the one with the 
seven-year record.) Three were dismissed because of ineffi- 
ciency. Two left with the statement that the work was too 
hard; several of the attendants had used the hospital for a 
training field and then did practical nursing in homes at $4 
a day. All others left to go into industrial work — factories, 
bakeries, restaurants, and the like — where they were offered 
higher wages with shorter hours, and with the most attrac- 
tive feature of a week-end holiday. 

Since that time the situation has not improved. On the 
contrary it has become progressively worse even though the 
payroll in this institution has been increased twenty-seven 
per cent. The great exodus continues, since we cannot pay 
our employees the wages they receive in the defense indus- 
tries, neither can we eliminate work on Saturdays and 
Sundays. 

The question naturally arises, “What can we do about it?” 
Would we not be happy if someone would offer a practical 
solution to the problem? We seem to be confronted with a 
long-time trend. 

In one hospital the nunaber of nonprofessional employees 
has about tripled in the decade from 1928 to 1938. The 
patient census had not increased; in fact, it had decreased 
during the years of the depression. The only major change 
made during these years was the organization of an obstet- 
rical department. The phenomenal increase in personnel was 
attributed to several factors. First, the nurse-attendant work, 
and that part of the housekeeping which was formerly done 
by student nurses, is now done by attendants and maids; 
secondly, the adoption of the eight-hour day throughout the 
institution. 


Adaptation to Shortage of Workers 

Much is being said recently about the elimination of 
“frills” in the care of patients. Before that can be done, 
however, we must be able to differentiate between frills and 
essentials, and that requires some thought. Obviously, keep- 
ing the patient and his environment clean; carrying out the 
physicians orders in regard to treatments, medicine and food. 
are essential factors. There are several things, however, 
which I believe could be dispensed with without detriment 
to the patient. We all know, for example, how much time 
is given to the care of patients’ flowers. If the relatives and 
friends of the patients would realize that the money spent 
for flowers could be used for gifts which cause the recipient 
more lasting pleasure, so much of this valuable time of the 
hospital personnel, could be utilized for necessary purposes. 
We do not wish to interfere with the business of the florist, 
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but if the florists are dependent on help as ‘in the case with 
hospitals, I venture to say that they might even appreciate 
a slight decrease in business. 

Another way in which our hospital personnel is occupied 
is the running of errands for patients. I had an occasion to 
observe an attendant making five trips in less than an hour 
to the main floor to get drinks and cigarettes on the request 
of patients. We grant that these are nice gestures which 
make for the kind of care we are happy to give our patients 
under normal circumstances, but in times like these, they 
must be considered as nonessentials. Our patients are sub- 
mitting to restrictions in many other ways, so they will co- 
operate with the hospital in this matter also. 

Besides dispensing with “frills” a great deal can be accom- 
plished by attention to systematic methods of work. Why is 
it that some people can accomplish double the work that 
others, equally as intelligent and sometimes more industrious, 
can accomplish? It is because they have system. Whether 
the ability to systematize is an inborn trait or whether it 
can be acquired, it has a place in hospital work today. “One 
well planned step saves nine” is a better slogan now than it 
has ever been, and those in charge had better take the lead, 
because we cannot expect others to do what we neglect to 
do ourselves. 


The Problem of Retaining Workers 


Since help will be harder and harder to secure, we must do 
what we can to retain those who are loyal. It is understood 
that new employees are kept informed about the policies of 
the hospital concerning personnel conditions. Hospital admin- 
istrators also realize more and more that there must always be 
a competent person to whom the employees can come with 
their real or imaginary difficulties. Human nature is so con- 
stituted that at times, a worker is pacified merely by allow- 
ing him to relate his grievances without being interrupted 
once. This has the additional advantages of giving the ad- 
ministrator a chance to “count to ten” and to do some sound 
thinking. 

Any person in charge of personnel should have the quali- 
fications of a leader. “Leadership” as defined by Ordway Tead 
in his book, Human Nature and Management, “is the name 
for that combination of qualities by the possession of which 
one is able to get something done by others, chiefly because, 
through his influence, they become willing to do it.” Leader- 
ship implies certain essential elements, a definite objective, 
and a harmony between the desires of the leaders and the 
desires of the people to be led. That is what is meant by 
creative leadership. To give an example: A supervisor wants 
her department to be orderly and well systematized. She can 
influence her coworkers toward this objective by (a) cultivat- 
ing desirable personality traits in herself so that others will 
want to go through fire for her; and (b) by making her 
personnel realize how much better service can be given to 
patients and physicians, but most of all how much easier 
and more efficient the work can be done if it is done in an 
orderly, systematic way. Good leadership also manifests itself 
in the way in which corrections and criticisms are admin- 
istered. A good leader will not wound the feelings of his 
subordinates unnecessarily. He will be careful about the 
following points when he is called upon to correct or criticize: 


a) Impartiality in matters of correction. 

b) Definiteness in stating what is wrong, and the ways in 
which to correct it. 

c) An even temper: correction should not take on the 
form of a scolding. 

d) Privacy —If at all possible, corrections should not 
take place in the presence of others. 


Finally, it takes a leader to build up among the personnel 
that something which makes for a whole-hearted, unified 
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activity which is spoken of as morale. Morale is more than 
efficiency, more even than interest; it is “that last touch 
which cannot be commanded.” 

Among the male employees, the greatest turnover seems 
to be among the janitors, and much can be done to make 
life more pleasant for the janitors. We can, for instance, 
avoid walking carelessly over the wet floor, when he is 
mopping, or if we cannot avoid it, we can apologize, and 
insist on our nurses and other workers doing the same. 
Furthermore, the male employees’ dining room need not be 
some nondescript, out-of-the-way room with curtainless win- 
dows. Most men do not notice the absence of drapes, but 
they do notice the presence of them, or rather the underlying 
principle behind the drapes. Moreover, the odd and chipped 
dishes from the entire house need not find their final stage 
of usefulness in the men’s dining room. In other words, we 
can show a certain amount of deference to our employees, 
male and female. 

While we are on the topic of food, we might say a few 
words about the dietary problem in connection with per- 
sonnel. Institutional diet, no matter how well balanced, and 
despite the relief afforded by menu choice, is bound to be- 
come somewhat monotonous in the course of time. This re- 
sults in dissatisfaction and grumbling. A number of hospitals, 
with the aim of overcoming these difficulties, have established 
pay cafeterias, or lunchshops. The workers receive additional 
wages sufficient to cover the cost of their meals and it is 
then left to their option either to buy their food or eat else- 
where. One hospital superintendent stated that many of the 
workers bring their lunches along to work. This system has 
the additional advantage of giving the worker more ready 
money, a most important and deciding factor in the minds 
of the employees of today. 

The same principle may be applied to the question of 
housing. Most workers will prefer to receive higher wages 
and live out. There is nothing objectionable in this, provided 
that decent living quarters are available within reasonable 
distance from the hospital. This applies especially to young 
inexperienced girls from the country for whom we must 
assume a certain amount of responsibility. Parents take for 
granted that their daughters are safe under the watchful 
care of the Sisters, and unless we interest ourselves in their 
welfare, they might run the risk of getting into serious 
difficulties. 

To get back to the problem of retaining our employees, 
we must try more than ever to make them feel that they 
are part of an organization which is not indifferent to their 
interests. Much has already been done by hospitals to make 
their employee conditions as nearly as possible comparable 
to those existing in industries and other organizations. If the 
number of our workers is smaller, perhaps we can pay the 
remaining ones better salaries. If we make an effort to pay 
our personnel to the best of our ability, we are conforming 
to the spirit and teaching of the late Holy Fathers, Pope Leo 
XIII, and Pope Pius XI who in their encyclicals on Labor 
stress the injustices of denying the laborer a wage that is in 
accordance with his dignity as a rational creature. The 
worker should receive for his labor not merely a subsistence 
wage, but a living wage which will give him and his family. 
not only the barest necessities, but also a certain amount of 
recreation and education as it is becoming a human being. 

As we all know our wage system from various angles, 
and analyze the circumstances which play a role in this 
situation, we also know that our hospitals are non-profit 
organizations in which the services rendered are of the kind 
that cannot be measured in terms of money. There is no 
doubt about the fact that our employees profit by our serv- 
ices in receiving good hospital and medical care gratis while 
they are in our employ. In regard to medical care, the best 
physicians on our staff are called upon to care for our em- 
ployees when they are ill. Furthermore, most hospitals have 
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given, besides the cash remuneration, complete maintenance 
the cost of which most employees entirely fail to realize. 
Moreover it must not be overlooked that our hospitals 


often employ, and in a spirit of tolerance and charity bear 


with employees who, because of physical handicap or in- 
efficiency, simply could not retain a job in industry or busi- 
ness organizations. This of course applies to unskilled 
workers, e.g. maids, janitors, kitchen helpers, etc., not to 
professional or technical personnel. 

The question is, should hospitals employ these handicapped 
or inefficient people, work with them and try to train them, 
give them a good home and some wages besides, or would 
it be better to have them “go on their own.” 

The question of old-age security for hospital workers 
which is beyond my range to discuss, is receiving a great 
deal of attention at present. I would like to say that in 
most hospitals of my acquaintance there are one or more 
old employees who are no longer able to do regular work 
but who are occupied according to their ability and are en- 
joying a good home, medical aid included. This is, I believe, 
one form of old-age compensation. 


Conclusion 

Finally, in these days of unprecedented stress and anxiety 
for hospitals and for the world in general, we must show that 
we do not intend to let the outstanding work which we have 
developed in our hospitals deteriorate. On some morning our 
floor maid or janitor does not “show up” and, consequently, 
it may be necessary for us to roll up our sleeves and don 
our almost forgotten blue apron to help with the dish washing 
or cleaning (besides general floor management of course). 
We will then remember that this has been done before. Hours 
on duty may be longer and more trying than ever before, 
but we are working for the preservation of the principles 
which inspired our valiant forefathers in framing the con- 
stitutions of our beloved country. Above all, we are working 
for the greater glory of God under the banner of our infinitely 
merciful Saviour, Who loves the sick and suffering, and 
Who will conduct us victoriously through all our difficulties. 
provided our work, burdened as it is with trials and dis- 
appointments, is based on trustful confidence in His inspir- 
ing leadership. 


Wartime Problems of Catholic Hospitals 


Alphonse M. Schwitalla, S.J. 
I. The Revenue Act of 1943 


A. Exemption from Making Returns by Organ- 
izations Exempt from Taxation 


IT WILL be recalled that, in 1942, considerable anxiety 
was caused to hospitals, inclusive of our Catholic hospitals, 
by the prescription that hospitals which are exempt from 
taxation would still be required to file an annual report on 
income and expenditure in justification of the tax-exempt 
character. The return was to be made on a form known as 
Form 990. On representation by the Joint Committee of the 
National Hospital Associations, the hospitals were exempt by 
Treasury Decision 5177 from making such returns. 

The Revenue Act of 1943, H. R. 3687, specifically makes 
provision for an exemption from the necessity of reporting 
by organizations exempt from taxation. Section 112 of the 
Revenue Act of 1943 provides that “Every organization . . . 
exempt from taxation under section 101 shall file an annual 
return, which shall contain or be verified by a written decla- 
ration that it is made under the penalties of perjury, stating 
specifically the items of gross income, receipts, and disburse- 
ments, and such other information for the purpose of carry- 
ing out the provisions of this chapter as the Commissioner, 
with the approval of the Secretary, may by regulations pre- 
scribe.” Exceptions to this general regulation, however, are 
made in favor of (1) “a religious organization duly exempted 
by ruling of the Commissioner,” (2) ‘an educational organ- 
ization duly exempted by ruling of the Commissioner... . . 
if such organization maintains a regular faculty and curri- 
culum and has a regularly organized body of pupils or 
students in attendance at the place where its educational 
activities are regularly carried on,” (3) a charitable organ- 
ization duly exempted by ruling of the Commissioner, if it 
be supported in whole or in part by funds contributed by 
a governmental agency, “or is primarily supported by con- 
tributions of the general public,” (4) ‘“‘an organization duly 
exempted . . . if such organization is operated, supervised, 
or controlled by or in connection with a religious 
organization.” 

In the report of the Committee on Ways and Means, we 
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find the following comments on this section of the Revenue 
Act, “The amendment specifically exempts certain of such 
exempt organizations from the annual return requirement of 
the subsection (that is, from the obligation of making an 
annual report).” “These include religious organizations 
which the Commissioner has specifically ruled are exempt 
from taxation . . . and organizations similarly ruled to be 
exempt . . . which are operated, supervised, or controlled 
by or in connection with such religious organizations; edu- 
cational institutions . . . which maintain a regularly organ- 
ized faculty, curriculum, and student body in attendance 
at the places where their educational activities are regularly 
carried on; charitable organizations . which are sup- 
ported, wholly or partially, by Federal or State funds or 
which are supported primarily by contributions of the general 
public, as distinguished from a few contributors or donors 
or from related or associated persons.” These provisions 
have their application in the case of those hospitals in which 
the ownership of the hospital is vested in one person, one 
family, or in a group of individuals very closely associated 
one with the other. 

If the Revenue Act of 1943 passes, and if in such passage 
section 112 is left unchallenged, the many inquiries which 
have been sent to the office of the Catholic Hospital Asso- 
ciation concerning the filling out of Form 990 or a similar 
report form shall have been answered. 


B. Recognition of Gifts in Withholding Taxes 


At the present time, 15 per cent of an annual income, 
if given in charitable gifts actually made during a tax year, 
is exempt from the Federal Income tax. The exemption be- 
comes effective at the time when the individual makes his 
annual tax return. Since, however, by reason of the pres- 
ently effective law, 20 per cent of an individual’s salary, 
except for certain exemptions, is withheld at the source and 
since, moreover, many individuals have no other source of 
income than their salary, consideration of any gifts in the 
computation of withholding tax in many cases is not given. 
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This is particularly true of income tax payers within certain 
lower income brackets who are contributing a large per- 
centage of the charitable gifts made to churches, hospitals, 
and welfare activities. Prior to the current tax payment plan 
the Internal Revenue Code afforded the average person pay- 
ing income taxes an opportunity to include gifts as an allow- 
able deduction from income. According to the practice de- 
veloped in changing to the current tax-payment plan, the 
taxes currently deducted are computed without reference to 
deductions for contemplated gifts. 

Under these circumstances literally millions of tax payers, 
on behalf of whom withholding taxes have been instituted, 
will be required to file on March 15, 1944, a complete state- 
ment of their income for the year 1943, at which time the 
tax payers will record the gifts which they may have made 
during the course of the year. With the inclusion of such 
gifts, the computation of the total income tax for the year 
1943 will result in an amount less than that withheld from 
their monthly income on the current payment basis. Such a 
tax payer will thus have a claim against the Federal Govern- 
ment for an excess amount of income tax withheld on behalf 
of his 1943 income. He will be expected to file a petition 
for a refund of this excess tax payment, and if the claim 
is allowed, a number of months will probably elapse before 
the refund is actually made. The claims, in turn, it may be 
fairly anticipated, will result in many controversies which 
will again still further delay the making of the actual re- 
fund. All of this will have the effect of discouraging char- 
itable giving and the result will be reflected in decreased gifts. 

A memorandum upon House Bill 3472, introduced by Mr. 
Curtis and bearing upon this point, has been written by 
Mr. William F. Montavon, Director of the Legal Depart- 
ment, National Catholic Welfare Conference. Since the 
matter is of the utmost importance to our hospitals, this 
memorandum is herewith reproduced. 


December 1, 1943 
H. R. 3472 — Mr. Curtis — 78th Congress 
Withholding Tax — Amendment 
Deduction of Charitable Gifts 

This bill would authorize a taxpayer to deduct charitable 
gift pledges in computing income subject to withholding tax. 

Under the bill, the taxpayer at the beginning of the tax 
‘ year could certify the amounts he intends to give to charity 
during the taxable year. The total certified as gifts would 
be added to the amount deducted for family status and the 
sum of these would be deducted from gross income to de- 
termine the amount subject to withholding. 

The bill provides an alternative method to be used in 
case the employer elects to use the tables in the Current 
Tax Payment Act. 

COMMENT: When current tax payment (Rum! Plan) 
was first suggested the N.C.W.C. with numerous other reli- 
gious, educational, and charitable agencies was alarmed by 
the effect the plan might have on charitable giving. Amend- 
ments suggested to provide for deductions for contemplated 
gifts were rejected by committees and on the floors of 
Congress. As amended, the law does not authorize deductions 
for gifts in computing income subject to withholding. 

Under the Internal Revenue Code, charitable contributions 
made during a tax year are deductible in the return of taxable 
income for the year. : 

If deduction for gifts is not made currently in computing 
income for current tax collection purposes, the taxpayer 
would have deducted from his income as taxes an amount 
corresponding to gifts although these gifts are not subject 
to income tax in an amount not exceeding 15 per cent of 
the gross income of the taxpayer. 

When the taxpayer would file his return of income for tax 
purposes at the end of the tax year, as he must do under 
the Current Tax Payment Act of 1943, he would deduct 
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the amount of charitable gifts actually made by him during 
the tax year not in excess of 15 per cent of his income. 

An amount equal to the 20 per cent of these gifts having 
been withheld, the taxpayer would have no recourse other 
than to petition for a refund of the amount withheld in 
excess of the tax due on his income. He would be called 
upon to support this petition with evidence to prove every 
gift, however small, for which he claimed a refund. 

There would be thousands, perhaps even millions, of citi- 
zens who would find themselves in this position. The aggre- 
gate amount of refunds claimed would be substantial. This 
situation could constitute a legislative problem. There are 
those who fear that in this event the legislators would be 
tempted to find an easy solution by repealing the law which 
exempts charitable gifts from income tax. 

The almost certain result of this situation would be to 
make the taxpayer reluctant to make gifts at all. 

In a letter dated October 19, 1943, Monsignor George 
Johnson speaking for the National Catholic Educational 
Association and as Director of the Department of Education 
of N.C.W.C. endorsed the amendment to the Internal 
Revenue Code embodied in H. R. 3472. 

The Committee on Ways and Means refused to embody 
a similar amendment in the Revenue bill now before Con- 
gress. This Revenue bill, without the amendment, has been 
passed by the House and now is before the Senate Com- 
mittee on Finance. An open hearing on this bill is being held 
by the Senate Committee in the near future. In that event 
the supporters of the amendment will probably have an 
opportunity to state their positions in favor of the 
amendment. 

A further statement was presented by Mr. Montavon to 
the Senate Committee on Finance. Mr. Montavon recom- 
mended an amendment of the Internal Revenue Code to 
give some redress to religious, educational, and charitable 
agencies from the losses which would probably result if the 
present provisions of the withholding prescriptions remain 
in effect. Mr. Montavon’s statement to the. Senate Com- 
mittee on Finance is also herewith reprinted. 


Statement by William F. Montavon, Director of the 
Legal Department, National Catholic Welfare Confer- 
ence, December 4, 1943, before the Senate Committee 
on Finance on the Deductibility of Gifts under the 
Withholding Provisions of the Current Tax Payment 
Act of 1943 Recommending an Amendment of the In- 
ternal Revenue Code. 


Mr. Chairman: 

I am directed by the Chairman of the Administrative 
Board of the National Catholic Welfare Conference to bring 
to the attention of your Committee an important matter in 
relation to the Revenue Bill now pending before your Com- 
mittee. The specific purpose of this communication is to seek 
a remedy for a hardship which bears heavily upon individuals 
who by their free-will offerings contribute to religious, edu- 
cational, and charitable enterprises and indirectly is detri- 
mental to organizations and institutions which depend wholly, 
or in great measure, on free-will offerings and contributions 
for funds with which to carry on their activities in the field 
of religion, education, and charity. The National Catholic 
Welfare Conference in this matter serves as the agent of the 
Catholic Bishops of the United States, under whose jurisdic- 
tion upwards of ten thousand parishes and missions; more 
than one thousand charitable hospitals, sanitariums, and 
homes for the needy; a large number of orphanages, colleges, 
and other educational establishments; and the National Con- 
ference of Catholic Charities with diversified activities in the 
field of charity and social service are dependent. Without 
exception, these institutions and organizations receive their 
support in great measure from the free-will offerings of mil- 
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lions of contributors, most of whom are in the low-wage 
brackets. 

The situation to which I refer arises out of the fact that 
the Current Tax Payment Act of 1943 which imposes a 20 
per cent withholding tax makes no provision for an employer 
to make deduction for gifts to a religious, educational, or 
charitable organization in computing the income of the em- 
ployee subject to the withholding tax. The Current Tax Pay- 
ment Act does make allowance for the deduction of an 
amount on the basis of family status to which the taxpayer 
certifies. 

The difficulty to which I refer would be remedied if, for 
the purpose of the withholding tax, at the time the employee 
certifies his family status to his employer, he were permitted 
to certify also the amount which, during the tax year, he 
will give to religious, educational, and charitable purposes 
and if the employer deducted the sum of the two amounts 


certified by the employee in computing the income subject 
to withholding tax. Failing to provide such a remedy as herein 
suggested would lay upon a person dependent upon wages 
for his income the unnecessary but onerous burden of filing 
with his tax return at the end of the tax year a petition for a 
refund of the amount collected as income tax on his gifts to 
religious, educational, and charitable purposes during the tax 
year. 

I respectfully suggest, therefore, to the Committee on 
Finance, as a remedy for this situation, that the Revenue 
Bill now pending before your Commitee be amended to in- 
clude a provision amending the Internal Revenue Code to 
make possible the deduction for charitable gifts as herein 
outlined. 

Respectfully submitted 
WILLIAM F. MONTAVON 
Director, Legal Department, N.C.W.C. 


II. A Physical Rehabilitation Section, 
Office of Vocational Rehabilitation 


ACCORDING to an announcement, released by the Office 
cf War Information under date of December 20, 1943, Fed- 
eral Security Administrator Paul V. McNutt has appointed 
Dr. Dean A. Clark, Surgeon, U S. Public Health Service, as 
Chief Medical Officer of the Office of Vocational Rehabilita- 
tion, to take charge of the newly established Physical Re- 
habilitation Section. In the announcement it was pointed out 
that the use of Federal funds “for remedial medical treatment 
of the physically handicapped was authorized for the first 
time under the Barden-LaFollette Act of July 6, 1943. 

“The rehabilitation program is designed to assist all phys- 
ically handicapped individuals to obtain remunerative em- 
ployment, except veterans with service-connected disabilities, 
who come under the program directed by the Veterans Ad- 
ministration.” The Federal Government pays the full cost of 
rehabilitating war-disabled civilians. In the designation war- 
disabled civilians are included, “officers and crew members 
incapacitated while on war duty in the merchant marine, 
members of the Aircraft Warning Service, Civil Air Patrol, 
and U. S. Citizens Defense Corps.” For other than war- 
disabled civilians, “the Federal Government pays half the 
cost of rehabilitation.” Federal aid may thus be utilized “to 
provide all types of medical and surgical services necessary to 
modify a physical condition which is static and which con- 
stitutes a substantial handicap to employment. Conditions for 
which medical services are undertaken must, however, be of 
such nature that treatment may be expected to eliminate or 
substantially reduce them within a reasonable length of time. 
Hospitalization not to exceed ninety days may also be 


furnished as well as prosthetic appliances essential for ob- 
taining or retaining employment.” 

Up to the time of the effectiveness of the Barden-La- 
Follette Act, July 6, 1943, “there was no Federal program for 
this purpose, although the Federal Government has long aided 
the States in providing vocational guidance and training for 
the handicapped.” Relief to the handicapped will now be 
greatly strengthened since physical rehabilitation is available 
to the handicapped, besides vocational guidance and oppor- 
tunities for training. Very often simple surgery, so it is stated 
in the announcement, can materially decrease a physical 
handicap or even remove or fully compensate for it. The 
rehabilitation program is intended to facilitate the war effort 
by making it possible to utilize the rehabilitated persons in 
employment, thus effectively relieving a part of the shortage 
of manpower. 

The program is to be administered by States through their 
respective Boards of Vocational Education and their agencies 
for the blind. The Federal Government will supply the funds 
to the States under such regulations as may be devised, and 
will pay all administrative expenses of the States in conduct- 
ing approved rehabilitation programs. Dr. Dean A. Clark, 
who is now appointed as Chief Medical Officer of the Phys- 
ical Rehabilitation Section, has been on the staff of the U. S. 
Public Health Service since 1939. He was then assigned to 
the Division of Public Health Methods, National Institute 
of Health; in 1942 he was appointed Chief of the Emergency 
Medical Section, Public Health Service and Chief of the Hos- 
pital Section, Medical Division, Office of Civilian Defense. 


III. The Emergency Maternity and Infant Care Program 
of the Children’s Bureau 


A. Medical Care 

IN RESPONSE to the resolution of the Executive Board 
of the American Academy of Pediatrics, the Children’s Bu- 
reau of the U. S. Department of Labor called a meeting to 
discuss the Emergency Maternity and Infant Care Program 
for the Wives and Infants of Enlisted Men in the Armed 
Forces in Washington, on December 10 and 11, 1943. The 
meeting was attended by representatives of several organiza- 
tions of physicians and by representatives of organizations in- 
terested in welfare activities. The conference dealt chiefly 
with the medical aspects of the program. According to the 


report of the meeting, as presented in the Journal of the 
American Medical Association, of December 25, 1943, (page 
1125), Miss Lenroot, Chief of the Children’s Bureau, em- 
phasized that the term “emergency,” as used in the title of 
the program, is taken to mean the war period and six months 
following the termination of the war. Apparently, therefore, 
the program, as thus far devised, is not to be a permanent 
program. She pointed out, however, that for many years the 
Children’s Bureau has been concerned “with the extension 
and improvement of services for mothers and children,” but 
that the Bureau “was not satisfied with the status quo before 
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the war,’ even though a remarkable reduction in maternal 
mortality and a very fine reduction in infant mortality had 
been effected. For this reason, the Bureau is still concerned to 
develop a program of maternity and infant care in the post- 
war period. Still the present Emergency Maternity and Infant 
Care Program ‘is not intended as a part of a large “master 
plan or strategy,” but is intended merely “to meet war 
needs.” She promised that as more time and leisure for dis- 
cussion can be secured, competent persons will have every 
opportunity to review the experience of the Bureau and to 
draw their own conclusions from it. 

Several of the objections to the Program which have been 
urged from various sources were dealt with frankly. It has 
been repeatedly urged that instead of services by the Chil- 
dren’s Bureau to mothers and children cash grants for med- 
ical, hospital, and nursing care should be made to the wives 
of enlisted men. Representatives of the American Medical 
Association expressed themselves as being in favor of cash 
grants, while the program as now devised “was supported by 
the representatives of the service men and by various organ- 
izations concerned with the welfare of the wives and infants 
of the enlisted men and by some of the medical and public 
health members of the conference.” The issue, thus raised, 
could not be acted upon since the Children’s Bureau is not 
empowered to change the nature and mode of operation of 
the program. 

Another question which was discussed extensively was 
“whether physicians should be permitted to charge fees in 
addition to payments made by the state health agencies for 
services rendered under the program.” It was agreed without 
dissent that “supplementary payment to the physician by the 
patient for services authorized should not be allowed.” 

Another point which received emphasis was this, that “the 
cost of medical services in a clinic and/or hospital, including 
maintenance and salaries, where such medical service is pro- 
vided by staff physicians must be included in the calculation 
of the cost per clinic visit and the ‘ward-cost-per-patient- 
day.’” The-“staff physicians” here referred to include in- 
ternes, residents, and attending physicians employed by or 
appointed to the staff of the clinic or the hospital. Another 
point concerning which there has been considerable con- 
troversy was also frankly discussed by the conference. Some 
persons have been of the opinion that a “needs test” should 
be required before maternal and infant care is given to the 
wives and children of the service men, that is, that only those 
who can demonstrate the need for such free care as the 
program provides should be entitled to receive hospitalization 
and medical-care benefits. In answer to this representation. it 
was stated “that it is the intent of Congress that there shall 
be no financial investigations for eligibility for care under the 
program,” but that the medical need of the wife or infant is 
the sole basis for participation in the program by the wives 
and infants of men in the armed forces. It was agreed, finally. 
that the free expression of opinion during the conference 
“has been of the greatest value in securing a better under- 
standing and cooperation of those interested.” It was agreed, 
furthermore, that “mutual confidence, cooperation, and good 
will between governmental and medical agencies” had been 
fostered by the meeting. 


B. Hospital Problems 


The Emergency Maternity and Infant Care Program 
of the Children’s Bureau was discussed by the Joint Com- 
mittee of the American, the American Protestant, and the 
Catholic Hospital Associations at its meetings of August 31 
and October 8, 1943. At the latter meeting, it was determined 
to request the officials of the Children’s Bureau to meet with 
the Sub-committee of the Joint Committee for the presenta- 
tion and discussion of a number of problems which have been 
pointed out by the hospitals and, if possible, to secure from 
the Children’s Bureau a modification of some of the regula- 
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tions. Through the courtesy of the officials of the Children’s 
Bureau, the Sub-committee was accorded a hearing in the 
offices of the Bureau on the evening of December 16, 1943. 
Representatives in the Sub-committee of the three Hospital 
Associations met with Miss Lenroot, Dr. Martha M. Elliott, 
Dr. Edwin F. Daily, Dr. Abraham L. Van Horn, and Dr. H. 
E. Van Riper. Lt. Col. Basil MacLean attended as adviser to 
the Children’s Bureau and Dr. Dean A. Clark, as Medical 
Director of the Office of Vocational Rehabilitation. 


(1) The Cost of Maternity Service Involving Both 
Mother and Child 

It was pointed out that the per-diem cost of maternity 
service involving both mother and child is higher than the 
average per-diem cost of caring for the mother alone. In 
the calculation of the cost of ward care per patient 
day, the total in-patient days are to exclude infant 
days, that is, the days that infants born in the hospital 
remain after birth until their mothers are discharged. The 
infant days are, therefore, not remunerable. It was pointed 
out that many hospitals are not in accord with this method of 
calculating hospital days. As is well known, there is a wide 
diversity of practice and of opinion with reference to this 
question, the practice varying from four to two infant days 
as the equivalent of one adult hospital day. It is contended, 
therefore, by some hospitals that some remuneration should 
be allowed to the hospital for the care of infants, and the Joint 
Committee made the request that for mother and child at 
least one and one-half times the per-diem remuneration 
should be authorized. It was recognized that actual costs of 
infant care would vary widely in different institutions and 
that a request of an infant day as the equivalent of one fourth 
adult day would be a minimum concession by the Children’s 
Bureau. Nevertheless, to recover some part of the loss of the 
expense to the hospital in the care of infants, one and one 
fourth days might well be accepted as a compromise value 
for the service to mother and child. This recommendation 
would probably not entail an excessive additional payment 
by the state agency participating in the Children’s Bureau’s 
Program, and would be more acceptable to the hospitals than 
the present plan. 


(2) The Cost of Ward Care 

In establishing the basis of remuneration in hospitals for 
infant and maternity care, the Children’s Bureau has deter- 
mined to pay the cost of ward care, that is, it has determined 
to pay less than the average per-diem cost to the hospital 
Since the differential between the average per-diem cost and 
the average per-diem ward cost is a difficult figure to deter- 
mine, and since most hospitals are probably unable to state 
accurately the difference in their costs for ward and non-ward 
care, the Children’s Bureau with the advice of and with sug- 
gestions from its consultants has determined, admittedly, 
more or less arbitrarily, that the cost of ward care should be 
estimated as 85 per cent of the average per-diem care of the 
whole hospital. Opinions differ as to the validity of this 
estimate. It would seem, however, that as a basis of remunera- 
tion to the hospital from the state agency, this percentage 
might well be accepted until a more satisfactory basis can be 
established by continuing research into this problem. 

Many hospitals, however, have no ward accommodations in 
the obstetrical division; hence, the application of the regula- 
tions to such hospitals results in an inequity which, if pos- 
sible, should be remedied. Several proposals have been made 
to meet the problem, the most acceptable of which to the 
hospitals would be, of course, that in those hospitals in which 
there are no ward accommodations for obstetrical cases the 
full average per-diem rate of the hospital should be paid. 

In the discussion of this proposal, the representatives of 
the Children’s Bureau pointed out that it would introduce a 
new and hitherto not accepted principle into the program; 
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namely, the principle of a variable remuneration for 
various types of service. If hospitals not having ward 
services and those having ward services are differently re- 
munerated, the entire character of the institution would have 
to be considered in arriving at an equitable basis of remunera- 
tion for each different institution. If the principle were 
extended, it would mean that even in the same institutions 
wherever there are pronounced differences in service, differ- 
ential payments should be expected from the state agencies. 
Clearly, such a proposal if reduced to a program, would 
involve serious administrative problems. It must be remem- 
bered that in the program of the Children’s Bureau, the in- 
sistence is not upon the occupancy of ward accommodations 
by the wives of service men but rather upon the payment of 
ward rates for services rendered to these patients, irrespective 
of the actual kind of accommodations which are given to 
these mothers. The Children’s Bureau, therefore, is not de- 
manding that hospitals not having wards should introduce 
them or that the mothers under the Emergency Program 
should be accommodated only in wards, but that an average 
basis of payment equitable to most hospitals should be de- 
veloped. If the term “cost of ward services” may be con- 
sidered unfortunate, as admittedly it is, then the insistence 
must be upon the intent of Congress in authorizing the pro- 
gram; ‘namely, that these patients should be cared for at cost, 
but at minimal cost. 

As a rejoinder, it was pointed out by the hospital represen- 
tatives, that in any hospital which had no private accom- 
modations but only ward accommodations, the Children’s 
Bureau is willing to pay the full average per-diem rate for its 
patients. On the other hand, if a hospital has no ward ac- 
commodations and only private and semi-private rooms, the 
Children’s Bureau’s regulations would insist upon a 15-per- 
cent reduction. It would seem that a hospital is thus nec- 
essarily penalized for giving its patients better than ward 
accommodations. 


(3) The Inclusion of Educational and Research 
Expense in the Hospital’s Per-Diem Cost 


In establishing a per-diem rate of payment, the regulations 
of the Children’s Bureau demand that there be excluded “all 
identifiable expenditures for education, research, or religious 
purposes as these are not considered direct costs of operating 
the hospital.” 

From one point of view, the thinking of the Children’s Bu- 
reau upon this point would seem to be entirely sound, since 
through this restriction such costs as those for educational 
research are made chargeable to accounts in which they 
really belong and are not chargeable against the hospital's 
patient care. 

From another point of view, however, it was pointed out 
in the discussion the difficulty of separating costs for certain 
kinds of education, for research, and for religious services 
which are identifiable in relatively only few instances. No 
sharp line can be drawn between these expenses and expenses 
for patient care. This is particularly difficult in an area in 
which hospitals have had extensive experience; namely, in 
the field of nursing education. It was contended with a great 
deal of emphasis that the cost of the services rendered to 
the hospital by the school of nursing at least compensate and 
in many instances far exceed the value to the hospital of 
nursing ‘service. Hospitals have always provided nursing edu- 
cation since heretofore the hospitals have been the only 
places where candidates for the nursing profession could be 
developed. If the hospitals discontinued the program of 
nursing education, there would now be a still greater shortage 
of nurses. Despite the public service thus rendered by the 
hospitals, the hospitals are not expending more for nursing 
education, as a general rule, than is required to secure a 
comparable volume of nursing service. 

Representatives of the Children’s Bureau pointed out that 
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the Government has already made adequate provision for the 
cost of nursing education. While it is true that the Bolton 
Act subsidizes the individual student nurse’s education, it 1s 
also true that, indirectly, both favorably and adversely, it 
affects profoundly the finances of the school of nursing and, 
hence, of the hospital to which the school of nursing is at- 
tached. The effect on the finances of the hospitals cannot, as 
yet, be foreseen. It is likely that the program may cost the 
hospitals considerable money, once it is in full operation. The 
question will then recur insistently whether these additional 
expenses of the hospital are chargeable to nursing service in 
the care of the patient or to the educational program. 


(4) The Value of Contributed Service 

Another question which was presented by the representa- 
tives of the Joint Committee was the exclusion from hospital 
costs of the estimated value of donated or contributed service. 
As this will be treated below with special reference to Cath- 
olic hospitals, it is here omitted. 


(5) Some General Considerations 

From the experience of the hospitals as well as of the 
Children’s Bureau, certain tentative conclusions are even now 
emerging. It would seem that the effect of the program as it 
progresses will be to increase hospital rates generally, so that 
the rates for hospital service purchased by government agen- 
cies might approximate the cost of rendering hospital service. 
While in some respects, this is a desirable effect from a social 
viewpoint, some undesirable results will probably follow. 
Moreover, the hospitals seem to fear the effect of the pro- 
gram on the standards of nursing service in the hospital 
nurseries because adequate provision is probably not being 
made to remunerate the hospitals for the cost of maintaining 
the nurseries. Representatives of the Children’s Bureau 
pointed out that the Crippled-Children’s program has un- 
doubtedly had the effect of raising hospital standards of serv- 
ice and that, therefore, there seems to be no valid reason 
why the same beneficial effect cannot be expected from the 
extension of this service. 

More far-reaching results are foreseeable if the procedures 
of the Maternity-and-Infant Care program are extended to 
other governmental programs. There can be no doubt but 
that a pattern is now being established for the purchase of 
hospital care by the state agencies under federal allocations. 
This makes it all the more necessary that, if the basis for 
remuneration to the hospitals from federal funds is to be the 
cost per day, then every effort must be made to reach a sound 
conclusion on the true meaning of the hospital’s average per- 
diem cost. 


(6) Conclusions 

With reference to all of the representations made by the 
Sub-committee, Miss Lenroot reiterated the position of the 
Children’s Bureau; namely, that the full cost of the services 
rendered by the hospitals should be paid for but that the 
Children’s Bureau would have to rely upon the hospitals and 
the Hospital Associations to clarify the basis of this payment; 
namely, the per-diem cost. She pointed out that the discussion 
of the evening had clearly revealed the necessity of further 
studies on the partial equivalents of an infant hospital day 
and the adult hospital day as a basis for remuneration; of 
further studies on the costs of ward accommodations as con- 
trasted with the hospital’s average per-diem rate; and of a 
more searching investigation on the value to the hospital of 
the student nurse during the period of her education. She 
charged the Hospital Associations with the obligation of sup- 
plying to the Children’s Bureau the requisite data for modify- 
ing the present policies. She expresesd her own and the Bu- 
reau’s willingness to enter further into an evaluation of 
studies which the Hospital Associations might care to present 
in support of the proposals which were offered at this 
conference. 
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C. The Central Problem of Catholic Hospitals in 
Cooperating With the Emergency Maternity 
and Infant Care Program 

(1) General 

The support of the representatives of the American Hos- 
pital Association and of the American Protestant Hospital 
Association of the presentation made by the representatives 
of the Catholic Hospital Association to the Children’s Bureau 
on the problem of the influence of the contributed services of 
the Sisters as an element in hospital costs affords convincing 
evidence of the strength of Catholic viewpoints on this ques- 
tion. It seems that the arguments are fully convincing. 

There are two points in the Program of the Children’s Bu- 
reau which impinge strongly on Catholic interests. First, the 
elimination from the operating expenses of the hospital of 
identifiable expenditures for religious purposes, and, secondly, 
the elimination of the estimated value of donated or volun- 
tary services. The first of these eliminations is thought to 
affect the individuality of the Catholic hospital as it does of 
every hospital conducted under religious auspices; the second 
elimination would seem to deprive hospitals which are con- 
ducted by Religious of a remuneration for services to which 
under the premises of the present problem these hospitals 
might well claim to have a right. Nevertheless, Catholic hos- 
pitals have cooperated to a satisfactory extent with the pro- 
gram of the Children’s Bureau, even though they expect that 
a modification of existing regulations might afford them a 
measure of redress for a loss which, so they believe, is 
demonstrable and large in its significance. 

In the study that was undertaken last November of the 
participation of the Catholic hospitals in the program of the 
Children’s Bureau, a distinction was made between their 
participation in the general plan of the Bureau in carrying 
out its obligations under various titles of the Social Security 
Act and their participation in the new Emergency Maternity- 
and-Infant-Care programs. In the first of these programs, 
Catholic hospitals have participated from the very beginning 
of the program, in 1935; in the second, an increasing number 
of Catholic hospitals are now participating. 

With the general program, 220 Catholic hospitals are 
cooperating. Of this number, however, only 106 hospitals 
gave data concerning their maternal patients and 126 con- 
cerning their children patients. The 106 hospitals had 
during the interval a total of 18,676 mothers under 
the program, or an average of 176 per hospital. The 126 
hospitals which reported children patients had a total. of 
18,142 children, or an average of 144 children. These statistics 
must be regarded with considerable caution. First, because 
there are, undoubtedly, more hospitals cooperating with the 
general program of the Children’s Bureau than supplied data 
in response to the Catholic Hospital Association’s inquiry, 
and, secondly, because the Catholic hospitals which are co- 
operating were selected because they were known to possess 
the facilities and personnel for carrying out the requirements 
of the Children’s Bureau’s Program. There may be other rea- 
sons for viewing our statistics with some skepticism. At any 
rate, the figures we have quoted are too small rather than too 
large. They indicate that our group of hospitals is anxious to 
participate in supplying services to mothers and infants and 
to crippled children under the provisions of the. respective 
titles of the Social Security Act. 

A considerably different set of circumstances surround the 
inauguration of the Emergency Maternity-and-Infant-Care 
program in our hospitals. Not all of the states have, as yet. 
indicated their readiness to participate, and in not all of 
those which have indicated their willingness, has the pro- 
gram been put into effective and general operation. A wide 
variety of plans exists in the various states and, hence, the 
readiness of a hospital in one state to cooperate in accord- 
ance with the provisions and requirements in its own state, 
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is no indication of the readiness of that same hospital to 
accept the provisions and requirements existing in another 
state. The regulations expressly provide, for example, that 
“when rates for the purchase of hospital care have been 
established by law and these laws apply to the purchase of 
care under maternal and child health or crippled children 
programs,” the established rate should prevail. This means, 
in effect, that a hospital which participates under such a situa- 
tion might not be willing to cooperate if the service were to 
be supplied on a strictly cost basis. This variety of situations 
clearly limits the reliability of statistics such as have thus 
far been assembled in using them as criteria for the approval 
of the whole program by the cooperating hospitals. All of the 
Catholic hospitals are willing and even anxious to cooperate 
with the Emergency Maternity-and-Infant-Care program. 
They may be limited in this cooperation by their restrictions 
in facilities or perhaps by other circumstances. They all, 
moreover, are looking forward to a clearance of the diffi- 
culties which are here being discussed. 

Five hundred and twenty Catholic hospitals, or 70 per 
cent, supplied answer to a somewhat informal inquiry re- 
garding their cooperation with the Emergency Maternity- 
and-Infant-Care program; 394 stated definitely that they 
are cooperating. Of this number, 340 had mothers between 
April 1 and November 1, since not all of these hospitals 
began their participation on the same day, some of them, 
no doubt, early in the interval and some much later. It is 
not known exactly what meaning should be attached to the 
fact that these 340 hospitals cared for a total of 8,923 
mothers during this interval, an average of 26 mothers per 
hospital. With similar restrictions must we accept the fact 
that these same hospitals cared for 7,607 infants during the 
period in question, an average of 22 infants per hospital. As 
evidence of the wide variety existing locally in different sec- 
tions of the country with regard to this participation of our 
hospitals, we may offer certain regional averages. Thus, in 
the South (comprising the states in one of the usual five 
statistical areas) there was an average of 32 births under 
the Emergency Maternity-and-Infant-Care program in each 
of the 33 participating Catholic hospitals, while in the North 
there was an average of only 11; in the Far West and Central 
West there was an average of 25 births; and in the Central 
Northwest, an average of 18. 

An appreciation of the volume of the hospital service which 
these averages represent may be gained from the fact that 
in the South births under the Emergency Maternity-and- 
Infant-Care program constituted 5.5 per cent of all the births 
in the 33 participating Catholic hospitals, while in the North 
they constituted only 1.4 per cent of the births in 62 partici- 
pating Catholic hospitals. In the 91 participating Catholic 
hospitals of the Central West the Emergency Maternity-and- 
Infant-Care program births constituted 3.4 per cent of all 
births; in the 86 hospitals of the Central Northwest, 4.1 
per cent; and in the 52 participating Catholic hospitals of 
the Far West they constituted 5.0 per cent of all births. 

With reference to the remuneration for their services; 56 
per cent of the Catholic hospitals participating in the Emer- 
gency Maternity-and-Infant-Care program are receiving $5 
or less per hospital day. Two and one-half per cent are 
receiving as little as $1.51 to $3, while 3.3 per cent are re- 
ceiving between $7.01 and $9.50. In the various statistical 
areas there are some striking differences in this respect. In 
the Central West, 65 per cent of our participating Catholic 
hospitals are receiving $5 or under; in the Central. North- 
west, 63 per cent; in the Far West, 29 per cent; in the 
North, 48 per cent; and in the South, 70 per cent. The great 
differences between the remuneration received by the hos- 
pitals in the South and by those in the Far West are indica- 
tive of differences in many other economic fields. 

These statistics are here offered to indicate that, despite 
the points upon which, as yet, no agreement has been reached 
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with the Children’s Bureau, the Catholic hospitals have abun- 
dantly indicated their desire to cooperate with the program. 
The comments made indicate this readiness sometimes in 
eloquent and emphatic terms. They indicate also that local 
controversies and criticisms still exist, arising in some cases 
from the state program; in others, from the participation 
with the medical profession; and in still others from the 
delay in getting the state program started. Some of the com- 
ments emphasize administrative difficulties; others point out 
inadequate facilities for taking care of additional patients; 
while still others comment upon the attitude of the patients 
themselves, with regard to limiting the mothers to ward ac- 
commodations. The comments on the rates of remuneration 
are particularly numerous. In several instances, a plea is 
made for a flat rate of remuneration; in others, the high 
cost of the initial service to the mother prior to delivery is 
emphasized; and in a few, the hint is given that the inclu- 
sion of infant days would be a most desirable modification. 


(2) Review and Study 

As indicated in a previous section, one of the important 
points discussed in the meeting of December 16, 1943, with 
the representatives of the Children’s Bureau was the method 
of accounting for the Contributed Services of the Sisters in 
Catholic hospitals as elements in determining the operating 
costs. The attitude of sympathetic understanding manifested 
by the representatives of the American Hospital Association 
and the American Protestant Hospital Association in dealing 
with this specifically Catholic problem was a great source 
of encouragement and strength to the representatives of the 
Catholic Hospital Association. 

The relations of the Catholic Hospital Association to the 
Children’s Bureau in dealing with this question has a con- 
siderable history. Late in 1942, Dr. Edwin F. Daily ap- 
proached the President of the Association with the sugges- 
tion that the cooperation of the Catholic hospitals with the 
general program of the Children’s Bureau might be asked 
in the interest of the public relations of the Catholic hos- 
pitals as well as in the interest of securing complete national 
cooperation with the program to waive any claim for re- 
muneration over and above cash expenditures if that claim 
is based upon a complete or a partial evaluation in financial 
terms of the Sisters’ contributed service. The President of 
the Association assured Dr. Daily at the time that he re- 
garded this proposal with sympathy and approval, but that 
the matter would be brought before the Executive Board 
of the Association and probably before the Administrative 
Board at the earliest opportunity for an expression of opinion 
from the Association itself. Accordingly, both in the meeting 
of the Executive Board and in that of the Administrative 
Board, which meetings were held in March, 1943, an exten- 
sive discussion of the whole question was carried on. At the 
end of the discussion, it was voted that “pending the study 
of the per diem cost as the basis of remuneration, Catholic 
hospitals should be advised to cooperate with the Children’s 
Bureau in filling out the operating cost blanks and in ac- 
cepting patients on a cash remuneration basis.” The motion 
was passed by the Administrative Board with, however, at 
least one dissenting vote. It should be noted that at the 
time when this motion was passed, the Emergency Maternity- 
and-Infant-Care program had not as yet been put into 
effect. As a matter of fact, it was not until March 18, 1943, 
almost two weeks after the meeting of the Administrative 
Board, that the law providing for the care of the wives and 
children of enlisted men in the armed services went into 
effect. 

On several occasions previous to the meeting of the Ad- 
ministrative Board, the President of the Association had ex- 
pressed his approval of two features of the program of the 
Children’s Bureau: first, the decision of the Bureau to enlist 
the cooperation of the private hospitals in a government 
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program; and secondly, the decision of the Bureau to pur- 
chase hospital care from the private agencies on a “cost 
basis” rather than on a “flat-rate basis” or any other “less- 
than-cost basis.” These two principles were endorsed, the 
first because it emphasized the partnership of the privately 
owned and the tax-supported institutions in their responsi- 
bilities for the health care of the nation; the second, because 
there is apparently no reason why the privately owned hos- 
pitals of the country should furnish hospital care for public 
wards on any other basis than a cost basis, thus eliminating 
all the drawbacks and disadvantages as well as the threats 
to hospital integrity resulting from “bargain rates.” 

After Public Law No. 11 took effect, several further con- 
ferences took place between officers of the Catholic Hospital 
Association and officers of the Children’s Bureau. These were 
reported to the Executive Board of the Catholic Hospital 
Association, particularly at its meetings during the Pittsburgh 
Convention. In the meantime, in most of our states the hos- 
pitals, inclusive of the Catholic hospitals, were urged to co- 
operate with the state program under the regulations of 
the Children’s Bureau. Many of the Sisters sought counsel 
concerning cooperation. In each case these inquiries were 
answered by the advice to guide themselves in their decision 
by local conditions and local action with the proviso, how- 
ever, that the Administrative Board of our Association had 
advised the Sisters to cooperate pending a further study of 
hospital costs. The matter was referred to by the President 
of the Association in his address at Pittsburgh. 

The Joint Committee of the Three National Hospital 
Associations has also discussed this question at several of its 
meetings, these discussions culminating in the appointment 
of a Sub-Committee to bring this question as well as others 
already dealt with in this report to the notice of the officials 
of the Children’s Bureau. It should also be noted that a 
report upon the situation was submitted to the Administrative 
Committee of the Bishops of the National Catholic Welfare 
Conference. 


(3) The Analysis of Contributed Service 

At the meeting of December 16, the President of the 
Association, after reviewing the extent to which Catholic 
hospitals are already cooperating with the Children’s Bureau, 
took the occasion to explain in some detail the meaning of 
the Sisters’ Contributed Service, emphasizing two points: 
first, the relation between “the contributed service of the 
Sisters and the vow of poverty; and secondly, the fact that 
the contributed service of the Sisters differs from all other 
known forms of donated or voluntary service in many very 
important respects. 

With reference to the first point, it was shown that in 
general the magnitude of the salary paid to an employee 
is dependent, in varying degrees to be sure, upon two ele- 
ments: (1) the value of the service rendered by the em- 
ployee as measured in any one of the usual criteria, and (2) 
the employee’s “competence” taken in a comprehensive sense, 
inclusive of the importance of his particular duties, the 
requisite preparation to fit the individual for the perform- 
ance of those duties, the years of experience through which 
competence is developed, and the native endowment of the 
individual himself. In other words, in the determination of 
a salary payment, there is a “service factor” and a “com- 
petence factor.” The professional man or the tradesman 
bears the costs involved in his own development and in 
fitting himself for the positions he occupies. He also gives 
service and, therefore, he is remunerated justly through his 
salary. 

Applying this analysis to the Sisters, the service they give 
is their own personal service for which by reason of the 
vow of poverty they cannot receive a financial remuneration. 
The Sister frequently gives this service to the Sisterhood, 
which she has joined in becoming a Religious, to enable 
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that Sisterhood to carry out its purposes. The motivations 
for this act of resignation are of the highest, but primarily 
they do not enter into the analysis which we are here pre- 
senting any more than the motivations of any professional 
man or tradesman enter primarily into the determination of 
his salary level. This thought is here injected to meet one 
of the commonly voiced objections against the evaluation 
in financial terms of the contributed service of the Sisters. 
It is said that the contributed service of the Sisters is an 
act pertaining to the area of religious service. This is 
eminently true, since, as a matter of fact, the service ren- 
dered by the Catholic nun is an exercise of the virtue of 
Religion; but if the truth of that statement is taken as a 
justification for claiming that any agency or person outside 
of the Sisterhood ‘itself to which the Sister belongs, has an 
unrestricted right to the service of the Sisters, an unwar- 
rantable interpretation is placed upon the principle. With 
reference to the second element, that is, the competence 
factor in contributed service, for the most part, the Sister 
herself does not bear the costs of her own preparation. That 
cost is borne by the Sisterhood which is responsible not only 
for the costs of education and the costs of gaining experi- 
ence, but also for the maintenance of the Sister during her 
entire period of preparation. 

In answer to this analysis, Miss Lenroot pointed out that 
the Children’s Bureau compensates the hospital as shown by 
the regulations and the reports, for the operating costs of 
the hospital and not for the value of the service rendered by 
the hospital. She insisted that if the hospital in reporting 
its operating costs can identify an actual expenditure de- 
pendent upon the analysis which has just been reviewed, the 
Children’s Bureau would not only be willing to include this 
in determining the basis of remuneration, but would be ex- 
pected to do so in conformity with its own announced 


THE second national recruitment campaign for new en- 
rollees in the United States Cadet Nurse Corps is now in 
progress. Launched as it was on December 27, 1943, it will 
continue through January and will make its appeal primarily 
to girls in the mid-year graduating classes of accredited high 
schools and to the recent graduates of these schools. 

It is all important that our Catholic schools of nursing 
participate to the fullest extent in this recruitment campaign. 
While it is probable that a smaller percentage of our Cath- 
olic high schools than of other high schools have large mid- 
year graduating classes, nevertheless much can be done by 
our Catholic schools to aid in the local intensification of the 
recruitment campaign, not only for the program as a whole 
but also’ to promote the increased enrollment of our own 
schools. It is hoped, therefore, that the various plans which 
were suggested during the Pittsburgh Convention as an aid 
to our schools in assisting in the recruitment should be in- 
tensified at this time. Talks on nursing and particularly on 
the Cadet Corps should be given to the students of our 
schools so that each of these girls might be stimulated to 
make herself a recruiting agent. Our Catholic schools of 
nursing might well during this month of January place them- 
selves into contact with their local Catholic high schools and 
send a speaker, preferably a Sister, to address the senior 
classes on particular features of nursing as a professional 
career. Under certain conditions the Sisters Director of our 
Catholic schools or other faculty members might invite 
opportunities for being interviewed by representatives of the 
press and express themselves vigorously on the various pur- 
poses of the recruitment campaign. It might be furthermore 
suggested that the Sisters Director of our schools should 
utilize the occasion of the campaign to encourage their own 
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policies, assuming that the preparation of the Sister fitting 
her for hospital positions is not to be interpreted as an 
identifiable expenditure for religious purposes. Miss Lenroot 
agreed when the parallel was pointed out to her that, for 
example, any costs involved to the hospital in preparing and 
training hospital aides and nursing aides to fit them to render 
their donated services, can be legitimately included in the 
operating costs of the hospital. In the same way the costs 
of preparing the Sisters to fit them to render “contributed 
service” could legitimately be included in the operating ex- 
penditures since it would be deemed an identifiable expendi- 
ture. On the other hand, just as the hospital in which there 
are no Sisters cannot use the value of the contributed service 
of its volunteer workers or of its medical staff members as 
the basis of a claim for remuneration, so the Catholic hos- 
pital in which Sisters are rendering contributed service, these 
services should not be used as the basis for the claim for 
payment. 

It was admitted by the officials of the Children’s Bureau 
that the replacement value of Sisters rendering contributed 
service is great and that if it were not for contributed serv- 
ice the state agencies would pay to the Catholic hospital a 
much greater sum than they are now paying if the Sisters 
were replaced by non-Sister hospital workers. On the other 
hand, the Children’s Bureau cannot use a contingency as 
the basis for the purchase of hospital care. If contributed 
service of the Sisters is an element in the individuality of 
the Catholic hospital, then the Catholic hospital must accept 
all the implications flowing from that element. One of these 
implications is that the individual Sister renders her service 
to the hospital on a non-salaried basis. 

In conclusion it was agreed that the Catholic Hospital 
Association would supply further data for the continuing 
study of this problem. 


Sister co-workers to influence girls of their acquaintance 
toward the profession of nursing. Perhaps this is an avenue 
of influence which our Sisters have used too rarely. All these 
plans and others which will be suggested by local or per- 
sonal initiative should be carried out during the month of 
January to aid in the national endeavor. 

The Division of Nurse Education of the United States 
Public Health Service under Miss Lucile Petry’s enthusiastic 
and effective direction will supply the national background 
for the recruitment campaign. The details of what will be 
done throughout the nation are summarized in a release from 
the Division of Nurse Education. 

Miss Petry defines the purpose of the campaign in the 
following words: “We are placing the emphasis of the cam- 
paign on the recruitment of prospective and recent high 
school graduates because these girls represent the great 
national source upon which the United States Cadet Nurse 
Corps must draw. We also plan to enroll as many college 
women as possible, but the college group is a smaller unit 
and will be approached at the same time and in a more direct 
way.” The national activities are thus summarized in the 
announcement of the campaign: 

“Radio, newspapers, magazines, and other forms of ad- 
vertising media will be used to stress the critical shortages 
of nurses, the service rendered by the Cadet Nurse Corps, 
and the professional education offered Cadet Nurses for the 
post-war years. 

“New Cadet Nurse posters and car cards will have wide 
distribution before the opening of the campaign to call public 
attention to the drive for new student nurses. Radio broad- 
casts are being scheduled for the first three weeks of the 
campaign. These programs will be heard over the National 
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Broadcasting Company, the Columbia Broadcasting System, 
Mutual, and Blue networks. Spot radio announcements will 
also be carried over approximately 1000 local stations. Wher- 
ever possible, magazine stories and illustrations on the Cadet 
Nurse Corps will be published during the campaign period. 
Feature stories and magazine covers whose release dates are 
scheduled later than January will serve as a good follow- 
up to the drive for new recruits. 

“A number of national advertisers have agreed to feature 
the Cadet Nurse Corps. Cadet Nurses and models wearing 
the Cadet uniform will appear in the various types of ad- 
vertising to be carried in leading magazines which reach 
millions of readers. The uniform will be modeled also by 
radio and motion-picture actresses, selected as cover girls 
for spring issues of several magazines. 

“An illustrated story of the Corps, entitled ‘The Quiet 
One,’ written by Margaret Cousins, will appear in the Feb- 
ruary issue of Cosmopolitan Magazine, and in early February 
the American Weekly Magazine will carry a picture layout 
and feature article on the Corps program. 

“Scholastic, a national publication for high school students, 
is carrying three announcements in the January, March, and 
June issues. The first will emphasize the low age requirement 
of the Corps and point out that girls not old enough for 
other women’s services may become Cadet Nurses. Others 
will follow general recruitment themes. Stories and editorials 
on the Corps will also appear in the spring issues of Scho- 
lastic which reaches about 220,000 high school seniors. 


“Stressed in campaign literature will be the growing civilian 
need for nurses, and the fact that the Cadet Nurse decides 
for herself whether she will enter the armed forces or remain 
in civilian nursing. This angle also will be approached in an 
article entitled ‘Join Up,’ which will appear in Woman’s Day 
Magazine. 

“American Girl, national Girl Scout magazine, will publish 
an illustrated story on the Cadet Nurse Corps, the article 
to be written by Betty Peckham, whose work on women in 
aviation has been published by the Thomas Nelson Sons 
Publishing House. The Corps will be featured also in the 
January issue of Women’s Radio War Program Guide, Office 
of War Information. 

“The Selznick Film Company is completing arrangements 
for spring production of a two-reel motion picture dram- 
atizing the need for nurses and the purposes of the United 
States Cadet Nurse Corps. The script has been prepared by 
Mary McCall, Jr. 

“General news stories will be released regularly from Wash- 
ington during the campaign and special articles will be sent 
to all of the professional journals. 

“As in the past, arrangements for spot announcements on 
local radio stations have been completed through the Office 
of War Information’s Domestic Radio Bureau. These include 
three one-minute announcements of the recruitment cam- 
paign to be broadcast over approximately 1000 local stations 
during each of the first three weeks of the drive.” 


The New St. Mary’s Hospital, 


Rochester, New York 


Sister Martina, R.N., B.S., Superintendent, and Joseph P. Flynn, Architect 
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FOUNDED in 1857 by the Daughters of Charity of St. 
Vincent de Paul, St. Mary’s Hospital has served the people 
of Rochester for eighty-seven years. It ranks as one of the 
pioneer hospitals, established by a pioneering Sisterhood, one 
of the communities of Sisters which Mother Seton developed. 
The need of a new St. Mary’s Hospital became evident many 
years ago. The old building and facilities fell far short of 
the present-day modern hospital. 

After years of planning and praying, the new St. Mary’s 
Hospital was dedicated on January 14, 1943, by His Ex- 
cellency, the Most Reverend James E. Kearney, D.D., Bishop 
of Rochester, and opened to patients on January 29, 1943, 
replacing the eighty-seven-year-old landmark, which had al- 
ready served three wars, and was ready to serve the fourth. 

The construction was undertaken in June, 1941, and 
rapidly reached its conclusion in spite of wartime shortages 
and priorities. Materials were assembled without undue loss 
of time, and progress in the development of the new facilities 
was rapid. As soon as the necessary priority rating was ob- 
tained, all equipment was purchased and installed. 

The elongated, modified “X” plan of the hospital of six 
stories is properly oriented to provide a maximum of light 
and needed ventilation. The compact fire-proof structure is 
built on enduring ledge rock with specially designed exterior 
walls, preventing penetration of dampness from without or 
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heat loss from the zone-controlled radiation unit within. The 
superstructure is of reinforced concrete. 

Each patient or visitor entering finds an interior at once 
modern and rational, where utility exists without extrava- 
gance. There are accommodations for 389 patients arranged 
as follows: 75 private rooms, 50 pediatric beds, 100 two-bed 
rooms, 100 four-bed rooms, 60 bassinets, and four emergency 
beds connected with the emergency room 

The axis of the center or “C’’ Wing extends in a due east- 
west direction, the other wings of the assembly ly ng in rela- 
tion to the “C” Wing as indicated on the accompanving 
floor plan. In general, the facilities and services are distributed 
as follows: On the ground floor are the various facilities of 
the dietary department, an auditorium, and certain utilities, 
while on the first floor are the pediatric department, offices 
for the administration of the hospital, libraries, and guest 
rooms. The operating rooms, certain diagnostic and thera- 


peutic services, and a few patient rooms are on the second 
floor. Accommodations and complete services for maternity 
patients are reserved to the third floor, while on the fourth 
and fifth floors rooms of various types for medical and sur- 


ed. The sixth and seventh floors are 
storage 


gical patients are prov 
devoted to maintenance and elevator equipment, 
facilities, and a sun deck for the patients. 

For convenience, the major sections of the building have 
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A TYPICAL FLOOR PLAN, ST. MARY’S HOSPITAL, ROCHESTER, N. Y.: 





been designated, as you will note in the floor plan, “A” Wing, 
“B” Wing, “C” Wing, “D” Wing, and “E” Wing. 


The Ground Floor 

The ground floor contains in the “B” Wing locker rooms 
for nurses, men and women help, volunteer aides, and in 
the “A” Wing, a large conference room or auditorium for 
doctors’ meetings or other hospital functions. 

The “C” Wing contains the emergency room adjacent to 
the ambulance entrance, two rooms for ambulance patients 
with bath connection, a waiting room for visitors, and an 
office for the nurse in charge; also, the blood bank, central 
and special diet kitchens, and the central tray kitchen. The 
central tray kitchen connects with a service elevator which 
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THE CHILDREN’S WARD 


insures prompt delivery of hot and palatable food trays to 
patients. The post-mortem room, fully equipped, having a 
special exit, is also in this wing. 

The “D” Wing contains the cafeteria, private dining rooms. 
dish-washing room, and storerooms, and in the “E” Wing 
are located the main kitchen, bakery, vegetable room, scullery, 
all ventillated and lighted from all sides. 


The First Floor 

The front of the hospital faces on Genesee Street, and 
contains a large lobby, wood paneled, welcoming all patients 
and visitors. The information desk is located in the middle 
of the lobby. The receptionist has a full view of all corridors. 
The patients’ library and public telephones are convenient 
and within sight of all. 

A small but attractive oratory, the Chaplain’s apartments, 
and guest rooms are in the “A” Wing; and the medical 
records library, the medical library, board room, and the 
offices of the director of the nursing service are in the “B” 
Wing. 

The “C” Wing contains offices for the admission of pa- 
tients, the bookkeeping, the business, and administrative de- 
partments, the telephone room, and the doctors’ staff room. 
The telephone office contains a doctors’ register, electrically 
lighted, which contains a switch whereby the telephone op- 
erator may signal a doctor as soon as he registers in the 
hospital. By turning on this switch on the arrival of the doc- 
tor, his light flashes, which indicates to him that the tele- 
phone operator has a message for him. In addition, there 
are three elevators directly in the center of the “C” Wing, 
opposite the cashier’s office. 

“D” and “E” Wings are reserved entirely for the pediatric 
department. A porch or sundeck extends around both wings 
onto which beds or wheel chairs may be moved directly from 
the wards. There are two eight-bed, cubicle wards for 
boys and girls, a crib room for babies, and a_ bassinet 
room for infants, premature room, four private rooms, three 
two-bed rooms, one isolation room, diet kitchen, formula 
room, admitting, examining, and treatment rooms. Between 
each two semi-private rooms or wards are utility rooms. 
These serve to conserve the nurse’s time, and enable her to 
maintain a close watch on the children. 


The Second Floor 
In the “D” and “E” Wings of the second floor are ten 
operating rooms, five major, one eye, one ear, nose, and 
throat, one orthopedic, one dental and one G. U. All are 
air-conditioned and fully equipped with modern tables, ex- 
plosive-proof plugs for the portable equipment, and mercury 
switches are located outside each room. Shadow-proof lights 
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are used in the five major rooms. Scrubrooms are located be- 
tween each two operating rooms, and hot-and-cold-water 
sterilizers, blanket warmers, and instrument sterilizers, be- 
tween each two rooms on the opposite side. The floor su- 
pervisor’s desk is located in the center between the two 
wings. This section contains a large space for stretchers and 
tanks and may hold ten or twelve at one time. The phar- 
macy is located near the operating room. 

The X-ray, laboratory, central supply room, B. M. R., 
and E. K. G. rooms are located in the Center and “B” 
Wings. 

The “A” Wing of this floor, not being needed for depart- 
mental or utility purposes, contains twelve private rooms, 
sufficiently segregated to prevent noise from disturbing 
patients. 

The Third Floor 

This floor is reserved for maternity service. In addition 
to the four delivery rooms, four labor rooms, the sterilizing 
service, and the doctors’ rooms in the “E” Wing, there are 
three large nurseries, accommodating cribs for twenty babies 
each and one small nursery of four cribs for isolation in 
the “C” Wing. In the “A” Wing are private rooms for 
mothers while in the “B” Wing are provided private and 
semi-private rooms, and in the “D” Wing, four- and two- 
bed , rooms. 

The Fourth and Fifth Floors 


These floors, identical in arrangement, are devoted exclusively 
to accommodations for patients; private rooms only are pro- 
vided in the “A” Wing, both private and semi-private rooms 
in the “B” Wing, only semi-private rooms in the “C” Wing, 
while both wards and semi-private accommodations are avail- 
able in the “D” and “E” Wings. 

No ward in the hospital has more than four beds, all are 
cubicled with curtains. There are lavatory facilities between 
each two rooms or wards. Five rooms on each floor have 
private baths, and four have private lavatories. There is an 
isolation room and a barred-window room on each floor for 
patients who must be segregated. There is a therapeutic bath 
on each floor for medical purposes, and a bathroom on each 
floor for general use. There is a sitz tub on each floor on 
the ward side. 


The Sixth Floor 
The sixth floor contains facilities for the animal labora- 
tory, gas, oxygen, and ether storage. On this floor a sundeck 
has been provided enabling the patients to view the city. 
Elevators and other utilities are so arranged that patients 
may easily be moved in beds to the sundeck on this floor. 
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The Seventh Floor 
The seventh floor contains elevator and maintenance 
equipment. 
General 

All the corridors, the offices, nurseries, children’s depart- 
ment, labor and delivery rooms are acoustically treated. The 
floors of the rooms, wards, and corridors are of asphalt- 
mastic tile, of the utility rooms of clay tile, and of the 
operating rooms, of ceramic tile. 

After one year of service in the new hospital, we have 
found this plan and type of building to be very practical 
in many respects. The plan of the building saves time for 
nurses and employees, and affords a maximum in the co- 
ordination and integration of the many services involved in 
rendering efficient and prompt care to the patients. 

The cost of the building was 61 cents per cubic foot with- 
out equipment, 63 cents per cubic foot with equipment. 


NO SICK IN HEAVEN? WILL NUNS 
BE HAPPY?P 

Atlanta. —- Dudley Glass, columnist for The Atlanta Con- 
stitution and one of the most popular newspaper writers of 
Georgia, paid a striking tribute to the Catholic Sisterhoods 
in a column entitled, “The Sisters.” 

“Day or so ago,” Mr. Glass wrote, “I was strolling down 
Forsyth Street with a friend when we met a couple of nuns 
— Sisters of Charity, perhaps, or members of some other 
order. They were swathed in black and their attire looked 
terribly hot and heavy. I raised my hat. 

““*Didn’t know you were a Catholic’, my friend observed 

“‘T’m not,’ I explained ‘I’m not much of anything — and 
I’m not proud of that. But I couldn’t pass one of those 
Sisters without raising my hat. A lot ef us talk about giving 
until it hurts, putting out for our nation— and all that 
But those women give their whole lives. With no hope or 
expectation of reward—in this world. 

“*T don’t know whether or not there’s a next world. But 
they do. They don’t just think so. They know. And that’s 
where they’ll be offered crowns, wings, harps, or whatever 
they may want. 

“*But Ill bet, that from force of habit, they'll slide into 
the back seats and ask St. Peter if there aren’t some sick 
folks around the place they can look after. I suppose there 
are no sick folk up there and everybody is happy. But I 
can’t quite get that straight. If there are no unfortunates to 
look after, how are these Sisters going to be happy? I think 
I'll write and ask Bishop O’Hara about that’.””— Martyrs’ 
Shrine Message, Midland, Ontario, December, 1943, p. 16. 
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Chesterton and a National Health Program 


To some people, it may seem like groping in the dark 
to seek light on the present controversy regarding a 
national health program in the writings of Chesterton. 
If we remember, however, that Chesterton expressed 
himself on practically every question of the day, we 
will not be surprised to find passages indicative of rare 
penetration and depth bearing upon the problems which 
confront us as hospital workers. 

In her recent life of Chesterton, Maisie Ward has 
drawn the picture of Chesterton in heroic size. She 
reminds us in practically every section of the biography 
of the deep interest which Chesterton has taken in all 
questions pertaining to the welfare of the under- 
privileged. It is not surprising, therefore, that he wrote 
about health problems with the same incisiveness with 
which he approached all the other questions confronting 
England during the half century of his literary activity. 

In 1911, England debated the inauguration of a social- 
security program, one of the elements of which was the 
Compulsory Health Insurance Act. The program pro- 
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posed was that, in Maisie Ward’s words, “Every week, 
every employed person must have a stamp stuck on a 
card by his employer, of which he paid slightly less and 
the employer slightly more than half the cost. The money 
thus saved gave the ensured person free medical treat- 
ment and a certain weekly sum during the period of 
illness. Agricultural laborers were omitted from the act 
and a ferment raged on the question of domestic servants 
who were eventually included in its operation. It was 
practically acknowledged that this was done to make the 
act more workable financially for domestic servants were 
an especially healthy class and, moreover, in most upper 
and middle class households, they were already attended 
by the family doctor without cost to themselves.” 

This Compulsory Health Insurance Act was opposed 
by the Conservative element because of its trend toward 
socialism. The act was favored by the Liberals as an 
instance of “enlightened legislation for the benefit of 
the poor.” As Liberals, Chesterton and his group should 
have favored this new legislation. Instead, they regarded 
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it as an expression of the lust for power of what was 
in those days spoken of as the Servile State. Miss Ward 
summarizes the attitude of Chesterton and his fellow 
editors of their journal The Eve-Witness as follows: 
“Their main objections cut deep. As with compulsory 
education, but in a much more far-reaching fashion, this 
act took away the liberty and the personal responsibilities 
of the poor — and in so doing put them into a category, 
forever ticketed and labelled, separated from the other 
part of the nation.” 

The concept which Chesterton entertained of the 
Servile State was shared by Belloc who defined the 
Servile State as “an arrangement of society in which so 
considerable a number of the families and individuals 
are constrained by positive law to labor for the advantage 
of other families and individuals as to stamp the whole 
community with the mark of such labor.” This was 
regarded by the group of editors of The Eye-Witness as 
a return to slavery. 

The parallels between the thinking in our country at 
the present time and the thinking in England in the 
second decade of the present century is too obvious to 
need further explanation. 

We may turn rather to another statement of Chester- 
tons’ written in his early days long before he had 
achieved fame and while he was still developing his 
powers as a writer in the last decade of the last century. 
In a hitherto unpublished fragment which Maisie Ward 
presents to us as one of her most important contributions, 
we find Chesterton struggling with the problem of the 
relationship of Christian socialism to modern socialism. 
For Chesterton, there is “a difference, deep, genuine, 
all important” between Christ’s socialist program as 
expressed, for example, in the Sermon on the Mount, 
and the collectivist speculation of the present day. 
Fundamentally, to Chesterton’s mind, the socialism of his 
day “comes speculatively as a noble and an optimistic 
theory of what may be the crown of progress. To Peter 
and James and John it came practically as a crisis of 
their own daily life, a stirring question of conduct and 
renunciation.” In further elucidation of his thought, 
Chesterton says: “The modern socialist regards com- 
munism as a distinct panacea for society, the early Chris- 
tian regarded it as an immediate and difficult regeneration 
of himself: the modern socialist reviles or at any rate, 
reproaches, society for not adopting it, the early Chris- 
tian concentrated his thoughts on the problem of his 
own fitness and unfitness to adopt it . . . modern social- 
ism says ‘elaborate a broad, noble, and workable system, 
and submit it to the progressive intellect of society,’ early 
Christianity said ‘Sell all thou hast and give to the 

r. ” 

For Chesterton, both in his earlier life as well as in 
his later life, the betterment of man, his development 
and his right to increased happiness and safety arose from 
his responsibilities. “The modern socialist regards his 
theory of regeneration as a duty which society owes 
to him, the early Christian regarded it as a duty which 
he owed to society; the modern socialist is busy framing 
a scheme for its fulfillment, the early Christian was busy 
considering whether he would himself fulfill it there and 
then . . . to us it appears something extraordinary that 
this Christian side of socialism, the side of the difficulty 
of the personal sacrifice and the patience, cheerfulness, 
and good temper necessary for the protracted personal 
surrender is so constantly overlooked ... in all this 
whirlwind of theoretic excitement, there is not a word 
spoken of the intense practical difficulty of the summons 
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to the individual, the heavy, unrewarding cross borne 
by him who gives up the world.” 

Such are the views which no doubt, Chesterton would 
re-formulate today were he confronted with our own 
problems in the establishment of health features of a 
comprehensive social security system. He would be 
intolerant of any program that would vest the govern- 
ment with powers which would weaken the sense of 
responsibility of the people, which deprive them of a 
sense of obligation and thus reduce them from the status 
of independent, self-determining citizens to the status 
of dependents on the largesse of the state. He would 
favor in the development of a national health program, 
any feature which would assist the individual to higher 
standards of living by a development of the general 
social environment and which would facilitate the 
achievement not only of the necessities but also of the 
refinements of life by any process which promotes the 
citizen’s self-determination. He would favor plans by 
which within a social-security program personal initiative 
is fostered; the renunciation of self-interest in favor of 
social interest is encouraged, and the fullest liberty 
consistent with social rights of the people as a whole 
is fostered. He would go farther than this if he were 
submitting to analysis the recent plans that have been 
proposed. He would favor the conservation of our tradi- 
tional attitudes and their fuller development toward 
professional life in the interest of the people’s cultural 
elevation. For him, society would not gain by the 
obliteration of the distinctions between professional life 
and the life of the tradesman but rather by an accentu- 
ation of these differences with an intensified personal 
respect and appreciation in both groups for the responsi- 
bilities and obligations of each other. All this because 
the ethical values of life were for Chesterton the highest 
values, the only worthwhile values. In more than one 
place, he emphasizes the thought that to regard man as 
an economic unit in society and to speak of him as if 
that were his only value is to deprive man of the only 
dignity that makes him worth anything even as an 
economic unit. Economics without ethics was for 
Chesterton little more than a denial of the dignity of 
man. — A. MS., S.J. 
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CALIFORNIA 

Hospital Opened by Prelate. The new 
St. Joseph’s Hospital in San Fernando 
Valley was formally dedicated in Decem- 
ber by Most Rev. John J. Cantwell, arch- 
bishop of Los Angeles. A substantial do- 
nation for the purchase of the grounds 
was made by the Lockheed-Vega Airplane 
Corporation and government assistance 
was obtained for the building. The hos- 
pital holds 100 beds and is in the care 
of the Sisters of Providence of Montreal. 

Three Nuns Are Jubilarians. Three Sis- 
ters of Mercy at St. Mary’s Hospital, San 
Francisco, have celebrated their jubilees in 
the religious life. Sisters Mary Joseph 
Crowley and Vincent White are golden 
jubilarians, and Sister Mary Philippa is 
a silver jubilarian. 

CONNECTICUT 

One Hundred and Twenty-nine Receive 
Caps. On the feast of the Immaculate 
Conception, 129 student nurses of St. 
Francis Hospital School of Nursing at 
Hartford received their nurses’ caps. Of 


this large group, 106 are members of the 
U. S. Cadet Nurse Corps. A day of recol- 
lection was held on the preceding day to 
prepare the students for the next step in 


their nursing career. 
GEORGIA 
Catholic Chaplain Assigned. A Catholic 
chaplain has been appointed at Oliver 





General Hospital, Augusta. He is Ist Lieut. 
Walter A. Sinnott, a secular priest, former 
pastor of St. Paul’s Church at Oswego, 
N. Y. Father Sinnott plans to offer daily 
Mass at 5 p.m. and Sunday Masses at 
6 and 8:30 a.m. During the weeks that 
the hospital was without a Catholic chap- 
lain, the priests of a local parish attended 
the patients and offered Mass. 

Five-Story Wing Dedicated. The new 
Mother of Mercy wing added to St. 
Joseph’s Hospital, Savannah, was blessed 
last fall by Bishop Gerald P. O’Hara. The 
new five-story wing houses administration 
offices, nurses’ utility rooms, obstetrical 
department, nursery, surgical division, and 
X-ray laboratory; it also contains a new 
kitchen, several dining rooms, quarters for 
the resident chaplain, and 50 rooms for 
patients. On the first floor of the wing 
there is placed a statue of the Mother of 
Mercy, which was given to the hospital 
by employees and friends. 


ILLINOIS 

Announces Appointment. At Chicago, 
the American Medical Association’s Coun- 
cil on Medical Education and Hospitals 
has announced the appointment of Dr. 
Fritjof H. Arestad as assistant secretary. 
A member of the Council staff for 13 
years, Dr. Arestad will be concerned mainly 
with all hospital activities of the Council, 
including the registry of hospitals (for- 
merly under the direction of Mr. Homer 


F. Sanger) as well as with internships, 
residencies, and fellowships. 

The Council announced recently with 
regret the retirement of Mr. Homer F. 
Sanger from the staff, which he served 
for more than 24 years. At 63 he is pur- 
suing some other service in the hospital 
field and increasing his garden activities. 

Returns to Private Office. Charles Ed- 
ward Remy, M.D., has requested and se- 
cured an inactive duty status in the U. S. 
Public Health Service to return to his 
office in Chicago to develop plans that 
are fast arising for postwar projects in the 
hospital field. Miss Evelyn G. Johnson, 
for many years associated with the Ameri- 
can Hospital Association as office mana- 
ger and director of exhibits, has joined Dr. 
Remy’s staff as his assistant. 

Grant for Postwar Study. The board of 
trustees of the Kellogg Foundation, when 
it met on December 21, voted a grant of 
$35,000 for study by the Postwar Plan- 
ning Committee of the American Hospital’ 
Association, Chicago, of the postwar hos- 
pitalization needs of America. The value 
of this project already had been recognized 
by a grant of the same amount from the 
Commonwealth Fund, contingent upon se- 
curing the balance of the $100,000 two- 
year budget from other sources. The board 
of trustees of the American Hospital As- 
sociation has voted $15,000 this period. 

“The research of this two-year program 

(Continued on page 28A) 
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EXHIBIT FOR CATHOLIC BOOK WEEK, SPONSORED BY THE STUDENT NURSES’ LITERARY CLUB 


AT MISERICORDIA HOSPITAL, 


PHILADELPHIA, AS PART OF THE 


MISERICORDIA CATHOLIC 


ACTION PROGRAM. THE DISPLAY FEATURED RECENT CATHOLIC BOOKS AS WELL AS CATHOLIC 
MAGAZINES AND PAMPHLETS. MANY PEOPLE WANTED TO BUY SOME OF THE BOOKS DISPLAYED. 
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To Speed Wound Healing 


the extra proteins essential to tissue formation can be 
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KANSAS 

Sisters Accept Hospital Offer. The Sis- 
ters of St. Joseph, who operate St. John’s 
Hospital east of Iola, have accepted the 
offer of Mr. T. H. Bowlus of Iola to give 
$50,000 and a site for a new hospital to 
be operated by their order. Mr. Bowlus 
is president of the Allen County State 
Bank of Iola. 

The hospital would cost $200,000, exclu- 
sive of furnishings and equipment. The 
Sisters are asking the citizens of this city 
to assist in raising the remainder of the 
$200,000. The money when raised will be 
placed in trust, and construction of the 
hospital will be started after the war. 

Sorority Furnishes Room. Members of 


the Zeta Alpha Chapter of Phi Beta Psi 





Sorority presented a check for $250 to the 
Sister superior of St. Joseph’s Hospital, 
Wichita, to be used in furnishing a room 
in this new institution. 


MICHIGAN 

To Have Series of Lectures. Members 
of the Federation of Catholic Nurses of 
the Diocese of Saginaw will hear a series 
of lectures at their meetings. The first ad- 
dress was on “Ethics for Nurses” given 
by Rev. Neil O’Connor at St. Mary’s 
Hospital. 


MINNESOTA 


Annual Eucharistic Adoration. The stu- 
dent nurses of St. Joseph’s Hospital School 
of Nursing, St. Paul, conducted their an- 
nual nocturnal Eucharistic adoration on 
the eve of the feast of the Immaculate 


Your new postwar hospital 
can give them JOBS 


Millions of fighting men are going 
to need jobs as soon as this war is 
over—right after the shooting stops, 
not months later. 


Many communities—yours may 
be one of them—want new hospitals 
as soon as possible to correct over- 
crowding that now exists. 


Two separate problems, yes—but 
they can be solved to a great extent 
as one. For the new hospital you 
hope to build can provide jobs for 
many of the boys who return to your 
community. 

The important thing is that those 
jobs be ready immediately after the 
war. That calls for planning now. 





For, only if you have the blueprints 
on the shelf, the building site secur- 
ed, and the finances worked out, can 
your hospital provide the extra bene- 
fit of immediate jobs for returning 
service men—as well as workers 
who leave the war plants. 

Fortunately, many architects and 
engineers now have the time to help 
you. In fact, many of them can now 
give your ideas more time than they 
will be able to in the scramble of 
postwar building. 

If your hospital authorities are not 
yet making postwar plans, point out 
to them the important double bene- 
fits to your community in getting 
their plans under way at once. 


DETROIT STEEL PRODUCTS COMPANY 
Now Chiefly Engaged in War Goods Manufacture 
Dept. HP-1, 2266 East Grand Blvd., Detroit 11, Mich. 
Pacific Coast Plant, Oakland, California 


CIIES r§ VA SUGGESTS ay 


WINDOWS + DOORS + ROOF DECK + FLOOR DECK - METAL SIDING AND OTHER BUILDING PRODUCTS 
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Conception for peace and our armed forces. 
This devotion was instituted two years ago 
by Rev. Richard Morin, at that time the 
hospital chaplain. On the feast day Arch- 
bishop John G. Murray conducted a holy 
hour from 8 till 9 p.m. for the St. Paul 
Archdiocesan Council of Catholic Nurses. 

In three discourses the archbishop ex- 
plained the Catholic viewpoint on nursing. 
The Catholic nurse, he said, must prepare 
herself spiritually, then professionally, be- 
cause the world today needs to learn the 
value of suffering. No one is in a better 
position to teach this viewpoint to the 
patient than the nurse. The Catholic view- 
point on suffering is to unite our trials 
to those of our Saviour and then to offer 
the merits for missionaries, for the salva- 
tion of souls, especially those in the armed 
forces, and for the spiritual uplift of the 
world. The Catholic nurse should prepare 
herself spiritually in every possible way — 
reading Catholic literature, listening to 
sermons, discussing Catholic teachings in 
study clubs, and, above all, attending daily 
Mass and frequenting the sacraments. The 
archbishop urged every nurse to adopt our 
Blessed Mother at the Cross as her model, 
guardian, and instructor; and to beg her 
to obtain the inspiration that will carry 
her and her patient to the feet of Christ. 

Benediction of the Blessed Sacrament 
was given by Father Morin. 


MISSOURI 

Hospital Care in South Pacific. While 
home on leave recently from the South 
Pacific, Dr. Alphonse McMahon, a com- 
mander in the Navy medical corps, pointed 
out that there was a mortality rate of 
only .44 of 1 per cent in the 18 months 
he served at an evacuation hospital in that 
area. He said that the equipment and 
facilities of the base hospital are compar- 
able to the best in the United States, and 
that the low mortality rate indicates the 
high quality of the hospital and medical 
care given our fighting men. The base 
hospital where he was stationed, he de- 
clared, is typical of all such hospitals. 

Dr. McMahon is a former vice-presi- 
dent of the American Medical Association 
and president of the St. Louis Medical So- 
ciety; heewas a senior instructor in medi- 
cine at St. Louis University when he was 
called to active duty in March, 1942. 

Report on Unit in Europe. General 
Hospital Unit No. 70, organized and 
staffed by St. Louis University, St. Louis, 
is situated now in the European war 
theater and has the “finest record of any 
group” in that area, according to a letter 
received by the university from Col. Curtis 
H. Lohr, executive officer and director of 
the unit. 

Medical School to Expand. St. Louis 
University recently acquired 97,888 square 
feet of land in the vicinity of its school 
of medicine and Firmin Desloge Hospital, 
which it will hold for postwar develop- 
ment. The hospital is a unit of the medical 
school. 

Doctor Donates His Hospital. Dr. Wil- 
liam West of Monett made an outright 
gift of his hospital, in that city, to the 
Vincentian Sisters of Charity of Perry- 
ville, Pa. The ceremony was held in the 
presence of Most Rev. Edwin V. O'Hara, 
bishop of Kansas City; Rev. Mother 
Gregory; and six other Vincentian nuns. 

Dr. West’s hospital was built in 1928 
at a cost of $40,000, and serves an area 
in which five Catholic parishes are lo- 
cated. As soon as the Sisters have com- 
pleted the necessary redecorations and ad- 
ditions, the hospital will be open to 
patients. 

(Continued on page 32A) 
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Ways and means of cleaning floors, ceilings, porcelain 
and painted surfaces — with a minimum of labor and 
time, a maximum of thoroughness and efficiency — 
count more than ever in this day of labor shortages. 


To get such results, swiftly, safely, reliably —depend 
on Wyandotte! 


Three top stars in the cleaning line: 
@ WYANDOTTE DETERGENT — World’s largest selling main- 


tenance cleaner, it’s safe on all surfaces that take water 
safely. Rinses free, cleans fast. 


WYANDOTTE CHEMICALS CORPORATION ° 
January, 1944 


J. B. FORD DIVISION” « 





@ WYANDOTTE F-100—Grime goes when this cleaner moves 
in. Widely used where an all-soluble cleaner is desired. 


@ WYANDOTTE 97 PASTE— Meant for porcelain and enamel 
surfaces where a paste cleaner is preferred, this paste chases 
films, stains, dirt on the double-quick. 


And don’t forget Wyandotte Steri-Chlor! Made to 
deodorize and disinfect after cleaning. You'll be amazed 
how fast lingering odors vanish. 


Call in the Wyandotte Representative on any clean- 
ing problem that may have you stumped. You can rely 
on his recommendations. 


REG. U. S. PAT. OFF. 


yandotte 


SERVICE REPRESENTATIVES IN 88 CITIES 
WYANDOTTE, MICHIGAN 
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NEBRASKA 

Seniors Graduated. A class of 23 seniors 
was graduated recently from St. Eliza- 
beth’s Hospital School of Nursing, Lincoln. 
A solemn pontifical Mass was celebrated 
for the graduates by Bishop Louis B. 
Kucera. 

Receive Caps. Forty-two freshmen re- 
ceived nurses’ caps and capes at St. 
Joseph’s Hospital School of Nursing, 
Omaha. They are the first class to be 
capped since the U. S. cadet nurse program 
was inaugurated at the school. 


NEW JERSEY 


News From St. Michael’s. Miss Nancy 


Smith recently celebrated her golden jubi- 
lee as an employee of St. Michael’s Hos- 


pital, Newark. She went to St. Michael’s 
at the age of eight and has worked as the 
hospital sacristan since she was 13 years 
old. A high Mass was celebrated for her 
by Rt. Rev. Msgr. Michael J. Donnelly, 
chaplain at the time Miss Smith was a 
little girl. The sermon was delivered by 
Rev. John Ratigan, present chaplain. A 
Communion breakfast and noon banquet 
were served to 25 of the jubilarian’s 
closest friends, and a movie of the life of 
Don Bosco was shown in the evening. 
The school of nursing is expecting to 
admit its largest February class this year. 
St. Joseph’s Village, a little colony of cot- 
tages, is prepared to house the cadet nurses. 
Early in December the entire student 
body and staff nurses made a retreat con- 
ducted by Rev. John E. O’Hearn, OP. 
One-hundred-per-cent cooperation on the 
part of the Red Cross nurses’ aides made 





On a certain floor 
of your hospital... you have a share 
of future America 


BRAND-NEW squalling red-faced citizens... 
. protected by the scientific loving care of a fine and 


things . . 
honored hospital. 


Even after their ten-day stay with you.. 


wrapped in soft white 


. . your protection can 


go with them .. . protection against mistaken identity . . . against legal twists 


and pitfalls. Proof... 
and citizenship .. . 


signed by superintendent and doctor. . 


unquestioned proof of parentage, of dates and places 


. responsible 


people with a standing in the community. 

Just one caution . . . a birth certificate bears your name . .. tells that your 
hospital ushered this new citizen into the world. Make sure that certificate 
is fine and dignified . . . be sure it has authority (as it should if it bears your 


name). Be sure it will last a lifetime. 


Be sure it is a Hollister Birth Certificate . 


. . because ours are all those 


things. We'd send samples if you'd ask. © 


FRANKLIN C. 


538 WEST ROSCOE STREET 


COMPANY 


CHICAGO 13 





this possible when they took over the 
entire hospital during conferences. The an- 
nual Communion breakfast followed the 
close of the retreat. Three senior student 
nurses entered the novitiate of this hos- 
pital order (the Sisters of the Poor of St. 
Francis) on December 6; they have been 
granted a leave of absence by the state 
board of examiners. 

A Christmas party was held on Decem- 
ber 20 for the nurses’ aides. Each lady 
received a testimonial in recognition of 
her faithful services. The nurses’ aides car- 
oled for the patients in the hospital. 


NEW YORK 


Sponsors Radio Series. Real life stories 
that are based on the records of persons 
helped by the 406 voluntary hospitals, 
welfare and health agencies affiliated with 
The Greater New York Fund, New York 
City, will be broadcast in a weekly series 
of 15-minute radio dramas over Station 
WMCA. The series will be known as “My 
Story.” Leading radio directors and ex- 
perienced script writers have developed the 
programs with the Fund and representa- 
tives from its affiliated agencies. The presi- 
dent of Station WMCA has donated air 
time and the facilities of his station as a 
public service. 

The first drama, “Uncle Sam’s Baby,” 
presented on January 12, depicted a prob- 
lem that confronts the wives of thousands 
of servicemen. At the conclusion of each 
weekly drama a guest speaker will give 
a two-minute talk on the field of work 
covered by his or her agency and others 
offering the same type of service. The 
program is on the air at 9:45 p.m., EWT. 

Most Successful Campaign. A total of 
$4,306,158 in contributions from public 
corporations, private business, and em- 
ployee groups has been received to date 
by The Greater. New York Fund, New 
York City, as a result of its sixth annual 
campaign which was launched last spring 
in behalf of 406 local hospitals, health 
and welfare agencies. This amount of 
money represents an increase of more than 
$900,000 over the 1942 appeal, and “the 
most successful campaign in the Fund’s 
history.” 

Mr. Arthur A. Ballantine, president of 
the Fiind, commented: “Our campaign in- 
dicates that all of us who regard free in- 
stitutions voluntarily supported as one of 
the most vital expressions of American 
democracy, can look to the future in our 
field with increased optimism and confi- 
dence.” 

New York’s Blue Cross Helps Visitors. 
A new service enabling members of any 
Blue Cross Hospital Service Plan in the 
United States to receive benefits in New 
York hospitals through the New York 
Plan, was announced on December 21 by 
the president of the Associated Hospital 
Service of New York, New York City. 
This new clearing-house program places 
the facilities of the local plan at the dis- 
posal of 13,000,000 subscribers throughout 
the country. No longer must the New York 
hospitals work with the 77 different Plans, 
and also the transient Blue Cross sub- 
scribers are assured of prompt hospital 
care if they become ill while in New York. 
This development was undertaken now be- 
cause of wartime increase in population 
mobility but it will be just as important 
when peace comes to expedite emergency 
care of transients. Cleveland, St. Louis, 
and Philadelphia already have this set-up. 

Under the clearing-house arrangement, 
out-of-town subscribers who are hospital- 
ized in New York do not have to make 
payment at the time of admission to the 

(Continued on page 34A) 
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Where plastic surfaces for walls, counters, table tops, 
doors is concerned that company is unquestionably 
which in 1927 led the way in suggesting these apyli 
to architects, store fixture manufacturers, and furnitur 


methods of application developed by Formica—in co 
famous installations. 


It was used in famous ships such as the British steam 
Queen Mary and Queen Elizabeth, in scores of modern deluxe 
streamlined trains, in great hotels like the new Statlér in 
Washington, in public buildings like the annex to the Library 
of Congress, or the National Airport. 


So when you want information about plastics applications 
turn to the people who know—who can give you practical, 
down-to-earth information based on real experience over many 
years. Ask Formica! 


“The Formica Story” is a new movie picturing in color the 
qualities of Formica, how it is made, how it is used. It is now 
available for meetings of architects and engineers, 


THE FORMICA INSULATION COMPANY 


4667 SPRING GROVE AVE., CINCINNATI 32, OHIO 
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hospital. The Associated Hospital Service 
of New York assumes responsibility for 
the extension of credit by the hospitals to 
such patients and the immediate payment 
of their bill upon discharge. Clerical costs 
of the new program are borne by the 
New York organization. 

Pioneer Dies. Dr. Paul Keller, vice- 
president and medical director of Asso- 
ciated Hospital Service of New York, New 
York City, died on December 22 from a 
heart attack at the age of 52. He was a 
pioneer in the establishment of Blue Cross 
Hospital Service Plans in the United 
States. He was a successful organizer, a 
recognized authority in the field of hos- 


pital administration, and a frequent con- 
tributor to hospital and medical journals. 
He had studied in France in 1930 as a 
guest of the French government. At the 
time of his death, Dr. Keller’s home was 
at West Allenhurst, N. J. 

Nursing Education Popular. A total of 
144 graduate nurses are registered this 
year (1943-44) in the School of Nursing 
at St. John’s University, Brooklyn, pre- 
paring themselves to teach student nurses 
or to enter the public health field. Accord- 
ing to the acting director of the school, 
this represents a slight increase over the 
previous year. Approximately one fourth 
of these students are enrolled in post- 
graduate courses under the provisions of 
the Bolton Act providing federal aid 
scholarships. Fourteen have full scholar- 


Becinninc with Pyrex brand Laboratory Glassware in 1915, 
Corning Research has kept pace with the growth of the modern laboratory 
by developing new lines of glassware to meet each new laboratory need. 
Today there are five separate lines meeting every laboratory requirement. 


|. Pyrex brand Laborafory Glassware 

THE ALL-AROUND WARE FOR ALL-AROUND USE 
Fabricated from ‘‘Pyrex’’ Chemical Glass 
No. 774—‘‘Pyrex” Ware combines the 
essential properties of chemical stability, 
mechanical strength and heat resistance, 
scientifically balanced—the standard glass- 
ware for general laboratory use. 


2. Pyrex brand Lifetime Red Low Actinic Glassware 
FOR LIGHT-SENSITIVE SUBSTANCES 

This colored glassware affords high pro- 
tective value. Fabricated from “Pyrex” 
Chemical Glass No. 774, its LiretimE Rep 
color is an integral part of the glass. Me- 
chanical strength, chemical stability and 
heat resistance are combined with ability 
to retard deterioration from light influence. 


The following data will serve as a guide 
to its efficiency: 


Approximate percent 
wave-length trans- 


3000 Angstroms 0% 
4000 Angstroms 1% 
5000 Angstroms 4% 
6000 Angstroms 12% 





in Angs 
units of “ Pyrex” Low 
Actinic Ware 


3. Pyrex brand Fritted Ware ror speep, reTen- 
TIVITY AND FREEDOM FROM CHEMICAL REACTION 
Glass particles are fritted to form discs 
which are sealed into non-porous bodies— 
both of “‘Pyrex’’ Chemical Glass No. 774. 
With five porosities available—from ultra 
fine to extra coarse—filtration of various 
types of precipitates can be accomplished 
at maximum speed. Discs are mechanically 
strong, thermally and chemically resistant. 


4. Vycor brand Glassware ror wich Temper- 


ATURE REACTIONS, RAPID ANALYSIS 
Fabricated from 96% Silica Glass No. 790, 
this ware possesses exceptional chemical 
stability, has a high softening point and 
extremely low coefficient of expansion. 


5. Corning brand Alkali-Resistant Glassware 


FOR BORON DETERMINATIONS AND SIMILAR 
APPLICATIONS 

Designed specifically for use where resist- 
ance to alkalies is important. Fabricated 
from “Corning” Alkali-Resistant Glass No. 
728—substantially boron-free (approx. 
B20; Content, 0.06%). 


For complete information on these five lines of glassware consult Catalog LP21 and Supplemenis. 


Ba) | UNIV 
LABORATORY WARE ‘:..<fm | 


“PYREX™ and “VYCOR™ ore registered 
trode mort ond indicate monvtecture by 
CORNING GLASS WORKS 

CORNING, N.Y. 


ships covering tuition and maintenance, 
enabling the students to devote their en- 
tire time to college work; 26 are partial- 
scholarship students who receive their 
tuition and work part time outside of 
school. 

Nuns Seek Penicillin Sources. Three Sis- 
ters of St. Joseph, who are teachers in 
Brooklyn Catholic high schools and re- 
search students at St. John’s University 
Graduate School, Brooklyn, have found 
new sources of penicillin. They are Sisters 
Immaculate, Jean Agnes, and Anthilia. 
Their studies began eight months ago 
under the supervision of Prof. Edward J. 
Keegan, chairman of the biology depart- 
ment at St. John’s and a former president 
of the New York Chapter of the Society 
of American Bacteriologists; at that time 
a pure culture of the penicillium natatum 
was obtained. Actual experimentation was 
not started until an extensive study of 
the physiology of the mold was made and 
all the work carried on since the discovery 
of Dr. Fleming of St. Mary’s Hospital, 
London, in 1929, to the work done by 
Dunn, Chain, and Florey, was compiled. 

The nuns have found that this vital 
healing drug can be produced from inocu- 
lated broths or soups, vegetables, eggs, and 
meats, etc., which contain carbohydrates, 
protein, and buffer salts. A summary of 
the experiment, as it was published in the 
Brooklyn Jablet, reads as follows: 

“In order to find the conditions under 
which the mold would thrive best under 
various conditions, different types of broth 
were prepared. These broths, containing 
varying amounts of carbohydrates and al- 
cohols having varying degrees of acidity 
and alkalinity, were inoculated with the 
fertile hyphae, or reproductive bodies. For 
observations and readings, taken daily, 
some were placed in the dark room, some 
in indirect light, while others were placed 
in the incubator. Some of these cultures 
later showed small yellow crystals, which 
proved to be penicillin, embedded be- 
tween the vegetation hyphae. Various types 
of solid foodstuffs containing protein, car- 
bohydrates, and buffer salts were then 
prepared, inoculated, and growth phases 
recorded. The enzyme was also found in 
the solid matter. The results of the ex- 
periments have proved that penicillin can 
be secured from almost any inoculated 
edible foodstuffs, according to Prof. 
Keegan. 

“At the present time the nuns extract 
penicillin by cultivating large quantities of 
the mold in koolo flasks where they are 
left for a period of at least 12 days, at 
the end of which time the contents of the 
flasks are poured into a seitz or Berk feld 
filter which removes all germ contaminants 
and the vegetative part of the mold. This 
filtrate contains the enzyme penicillin, 
which is extracted by dessioation; how- 
ever, not all of the impurities are removed. 

“To test the bacterial properties of the 
finished product the nuns set up small 
plates upon which are growing different 
types of pathogenic germs such as strepto- 
coccus, staphylococcus, pneumonococcus, 
and many others. Onto these plates, near 
the actively growing germs, crystals of the 
drug are then placed, the plates are incu- 
bated, and the results recorded the fol- 
lowing day. Within a period of ten hours 
some of the colonies appear as glistening 
drops of water, the drug having caused 
complete plasmolysis of the germ cells.” 

The Sisters are now producing the drug 
in the university laboratories for exclusive 
use in their research work. It is expected 
that, as a result of their efforts, the drug 
will soon be available in quantity for 


(Continued on page 40A) 
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012 Series Dual Control Caster with 
double ball bearing swivel, recom- 
mended for use on stretchers. Move- 
ment of foot trigger to first position 
locks swivel; movement to second po- 
sition locks wheel. Available in 8” 
10” sizes, with flat or round 
Conductive rubber tires op- 








GOOD NEWS! 
RUBBER TIRES 
For All Essential 
J&J Models 


Rubber tires are back for essential service 
in hospitals on J & J Superior Trucks and 
Casters. We have an ample stock and can 
render complete service. Write for data. 


WRITE FOR CATALOG 39-T or look in 
Modern Hospital Year Book, 1943 and 1944 Edition 


JARVIS & JARVIS, INC. 
Palmer, Massachusetts 








: Oxygen Tank Trucks, 
to pick up, carry 
and hold heavy Oxygen tanks 
and similar equipment. Model 


four wheels, 


1614 has two wheels. Sup- 
plied with noiseless rubber 


Tray Trucks in variety to 
serve all food-service needs. 
Extra sturdy truck body, with 
J & J swivel casters all 
round, or rigid casters at 
front end. 





Wheel Stretchers: Model 1170 shown with Dual Control Cast- 


ers and Spring Suspended Litter. 
brake casters, Fixed or Removable Solid Litter. Noiseless 
Tires, conductive or non-conductive rubber as required. 


Also available with non- 


018 and 019 Series Double Ball Bear- 
ing Swivel and Rigid Casters — stand- 
ard equipment for tray trucks, wheel 
stretchers, etc. Provided with 4, 5, 
6, 8 and 10 in, wheels, round or flat 
tread tires — conductive or non-con- 
ductive rubber. 


Soiled linen hampers, also used for 
collecting waste paper, etc. Bags of 
heavy white duck. Uprights are of 
round edge flat steel, and hoops are 
of steel, shaped to insure rigidity. 
Model 1123. 





Airtite Food Service Trucks have individual roomy compart- 
ments for complete setup trays. Model 1706 shown, equipped 
for electrical preheating and also provides cold compartment. 


SUPERIOR adel TRUCKS 


MOUNTED ON J&J 


Jonuary, 1944 


SUPERIOR CASTERS 
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This is the 
Double 
Portable 
Model 





Pictured above is the wall-type style 


The ONE Dispenser that has ALL of these advantages 


ECONOMY—A control valve (an exclusive feature) accurately regulates flow of 
soap from a few drops to a full ounce. Only the required amount of soap is 
released . . . No wasteful dripping. 
CONVENIENCE— Easy, instant action foot control leaves both hands free. 


Sanitary. Septisol Dispensers are practical—efficient. 
DURABILITY — Nothing to wear out or get out of order. Lasts a lifetime. 
Comes in 3 models—single portable; double portable and wall type, all 


attractively finished. 


VESTAL CHEMICAL 


SEPTISOL 
SURGICAL SOAP 


Tera tseletite lia m@elgse tase ice: 

blend of fine vegetable oils. Made 
especially for use in scrub-up rooms. 
It lathers to a smooth creamy richness 


helping to eliminate dangers of infection 


and roughness that come from use of harsh, 


LABORATORIES wc. 


$T. LOUIS 


NEW YORK 


irritating soaps. Best on the market for scrub- 


up room use. 
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civilian use and as cheap in price as insulin. 


Brothers Receive Nurses’ Diplomas. 
Eight Brothers of Mercy from Buffalo re- 
ceived their diplomas of a registered nurse, 
December 12, from the State Board of 
Nurses, Department of Education, Uni- 
versity of New York State. The object of 
these Brothers’ community is to care for 
the sick in hospitals, institutions, and pri- 
vate homes. To do this great work, a 
house was established in 1924 at 49 Cot- 
tage Street, Buffalo, with the approval of 
the Church and State; it is incorporated 
under the laws of New York State. Since 
1926 it has conducted an infirmary for 
the sick and convalescent, and in that 
year, too, permission was received from 
the Holy See to open a novitiate for new 
community members. ‘Most Rev. John A. 
Duffy, bishop of Buffalo, is president of 
the infirmary. 

Repatriated Nun Dies. A Maryknoll 
Sister who was returned to this country 
from Japan on December 1, aboard the 
exchange ship, died after a brief illness at 
her mother house, at Ossining. She is Sister 
Mary Camilla of Concord, N. H. Upon 
her return to this country she visited at her 
family’s home, where she became ill but 
recovered sufficiently to make the return 
trip to her convent. 

Sister Camilla was graduated from 
Concord High School and Carney Hospital 
School of Nursing. She did private nurs- 
ing for two years before joining the Mary- 
knoll Order in June, 1935. The following 
August she was assigned to Kyoto, Japan, 
where she cared for the natives till the 
outbreak of war. She has a sister who 
is in the Army Nursing Corps. 
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NORTH DAKOTA 


Nurses Make Annual Retreat. The an- 
nual retreat for the students of St. John’s 
Hospital School of Nursing, Fargo, was 
conducted by Rev. B. J. Guenther, C.SS.R., 
of Oconomowoc, Wis. The retreat opened 
on Saturday evening, January 8, with 
Benediction followed by a conference re- 
viewing the general plan of the retreat; 
it closed with a holy hour on Tuesday 
evening. 


SOUTH CAROLINA 

New Appointments. At Providence Hos- 
pital, Columbia, the following changes 
have been made in personnel: Sister M. 
Patricia, former superintendent, is now as- 
sistant superintendent of St. John’s Hos- 
pital at Cleveland, Ohio; Sister M. Con- 
suella, R.R.L., is at Providence to take 
her place. Sister M. Celestine, assistant 
superintendent for six years, has been re- 
appointed. Sister M. Camilla, former night 
supervisor, is now the superintendent of 
Divine Saviour Hospital at York; Sister 
M. Esther has come from St. John’s Hos- 
pital at Cleveland to replace Sister Camilla. 


SOUTH DAKOTA 


The Presentation Nurse. The Presenta- 
tion Nurse of Presentation School of 
Nursing, Aberdeen, announced in its De- 
cember issue that 100 new students reg- 
istered at the Central School in Aberdeen 
on December 6 and enrolled for a three- 
months’ course at Northern State Teachers 
College on December 7. They will study 
chemistry, microbiology, anatomy, and 
physiology there. The college has appointed 
two new instructors and has purchased 
new laboratory equipment and set up an 
additional laboratory for courses in micro- 
biology and chemistry. About May 30, 


these students will return to their respec- 
tive unit hospitals for their clinical experi- 
ence. 

Bishop Brady addressed the November 
faculty meeting of the McKennan Hos- 
pital unit at Sioux Falls. He discussed 
socialized medicine and reminded his 
listeners that every person has a certain 
dignity and responsibility to provide for 
himeelf in life. When a person is sick he 
has a claim to help, but this help should 
come from himself, from his family, or 
from the charitable groups who have 
pledged themselves to care for the sick. 
“The whole aim of our lives is personal 
sanctification,” the bishop said. “We can- 
not abandon the claim that the poor, the 
sick, and the old are the first obligation 
of the family and the first privilege oi 
the Church.” 

The editor of the American Journal of 
Nursing had words of praise for the pub- 
lication, The Presentation Nurse. The as- 
sociate editor commented that it should be 
very effective in the school’s recruitment 
program. 


TEXAS 


Receive First Check. The U. S. cadet 
nurses of Providence Hospital School of 
Nursing, Waco, received their first pay 
check on November 2 covering their train- 
ing period from July 1 to November 1. 
Of the 76 cadets enrolled, 24 are seniors 
who will graduate in May. Providence 
School of Nursing was one of the first 
in Texas to be approved for this plan 
by the government. 

Texas News Bulletin. The December 
issue of Inter Nos, the news bulletin of 
the Texas Conference of the Catholic Hos- 
pital Association, has Sister Charles Marie 

(Continued on page 42A) 
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This, too, 


To find new ways of doing old things, better 


ways of doing new ones—this, too, is our 
responsibility; this, too, is our realm. 

And such a realm, on occasion, seems limitless. 
There was the time we started thinking about 
paint: a subject and a product foreign to the 
average hospital supply house. Yet hospitals 
have painting problems of an even more exacting 
nature than those of the average institution. 
Could we do anything to help? 

We could try. It seemed part of our obligation 
to try. It took a long time, but when our 
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mitted its answer, it revolutionized painting and 
painting maintenance in hospitals. 

Thus was born Tomac Hospital Paint, a 
complete line of interior, exterior, rust-preventive, 
and other specialized coatings which solve these 
hospital painting problems: odor, washability, 
light reflection, resistance to wear and weather, 
economy. We may have the answer to your 
toughest painting problem. Write us about it. 


This exclusive Tomac Specialty is one of 8000 items in stock 
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(Continued from page 40A) 
tell about the opportunities that are avail- 
able in nursing education and public health 
nursing at Incarnate Word College, San 
Antonio; and Sister Mary Vincent tells 
how Providence Hospital at Waco is solv- 
ing the problem of housing nursing stu- 
dents. 

Providence School of Nursing rented a 
neighboring house for the first time in 
August, 1942, to take care of the in- 
creased number of students; later another 
home, two blocks away, was secured; and 
finally two houses on the two opposite 
corners of the hospital were rented to 
house 50 students. These four additional 
residences have made a_ considerable 
amount of extra room for patients besides 
housing the many new students. The 


nurses’ recreation room and library, which 
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are also utilized for patients, have been 
transferred to a large rented building 
across the street from the hospital. There 
they have their lounge, a library, class- 
room, and auditorium, all in one. The 
staff doctors, whose room at the hospital 
has been turned into a ward, now meet 
in the nurses’ recreation quarters. 

St. Mary’s Hospital at Shamrock cele- 
brated its first anniversary in the care 
of the Dominican Sisters, last October. 
This 22-bed hospital has nine Sisters on its 
staff and eight doctors, four of whom are 
now serving in the armed forces. During 
the first year, 654 house patients and 275 
outside patients were cared for. Seven 
were Catholics. One hundred and fifty- 
eight babies were born, three of Catholic 
parents; there were five sets of twins in 
this group. Many improvements and 
changes have been made in the hospital: 
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a signal system has been installed, a fire 
escape was built, and new laboratory and 
general hospital equipment has been added. 

Red Cross Volunteers Help. At Be- 
thania Hospital, Wichita Falls, Red Cross 
nurses’ aides have received their training 
and have gone forth to serve the sick in 
the hospital and to answer any emergency 
call that may come through from any of 
the near-by service camps. Recently, a call 
for help came from one of the Army 
camps and 40 nurses’ ‘aides responded; 
there were still enough of them left to 
carry on the duties in the hospital. 

Rev. Peter P. Molloy, chaplain of the 
hospital, has been appointed an ecclesias- 
tical chaplain of the military ordinariate 
by His Excellency, Most Rev. Francis J. 
Spellman, military vicar. This appointment 
gives Father Molloy jurisdiction over all 
the Catholics of the armed forces, their 
families, religious, and lay people who are 
attached to military hospitals at Sheppard 
Field and its surrounding districts. 

Mother Mary Regina, superintendent of 
the hospital, will go to Chicago, Ill., the 
latter part of January to attend a canon- 
ical examination in reference to the beati- 
fication which is now in process for Mother 
Mary Frances Siedliska, foundress of the 
Sisters of the Holy Family of Nazareth 
at Rome, 1873. 

The new personnel at Bethania Hospital 
are Sisters Mary Honoria, R.R.L., Mar- 
celia, R.T., and Grace, R.N. 


WASHINGTON 

New Home Nearing Completion. The 
new nurses’ home at St. Peter’s Hospital 
School of Nursing, Olympia, is nearing 
completion. Being erected through the 
FWA, it will house 81 students and per- 
sonnel. One wing of the building will be 
completed by February 15 for the spring 
class of 20 U. S. cadet students. The home 
will not alone take care of the increasing 
number of students but also will release 
bed space for patients in the old nurses’ 
quarters. 

Recently, the first group of 17 U. S. 
cadet students. received their caps and 
capes and took the pledge which the gov- 
ernment has issued for the induction cere- 
monies. Sister Elizabeth Clare, superin- 
tendent of the College of Nursing in Oak- 
land,ewas present at the ceremony and 
gave a talk on the student’s obligation to 
the government and her school, but most 
of all to her God. 


WEST VIRGINIA 

Establishes Blood Bank. St. Mary’s 
Hospital, Clarksburg, has just established 
the first blood-plasma bank in central 
West Virginia. Dr. A. G. Bustin, director 
of the laboratories at the hospital, is in 
charge of the bank. “Clarksburg does not 
have a permanent blood-collecting center 
and often there is considerable and dan- 
gerous delay in obtaining this life-saving 
fluid,” said Dr. Bustin. “To remedy this 
situation the authorities of St. Mary’s 
Hospital have been working for the past 
months to lay the foundation for a per- 
manent blood- and plasma-collecting and 
storing center. Naturally this program will 
not compete with the current Red Cross 
drive to obtain blood, but expects to be 
co-ordinated to supply local needs in cases 
of emergency.” 

Forty Three in Service. Twenty-two 
nurses of St. Mary’s Hospital School of 
Nursing, Clarksburg, are serving with the 
armed forces in this country, and 21 more 
are serving overseas. 

WISCONSIN 

Revises Visiting Rules. The governing 

board of St. Mary’s Hospital, Watertown, 
(Continued on page 44A) 
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.». $80 G-E’s P. I. and A. Service 
keeps fine x-ray equipment operating at top efficiency 


Always, your investment in fine equipment is fully justified by the better 
and more satisfactory service it gives you. 


And the greater your investment, and the finer your equipment, the more 
important it is that you protect it with proper use and care. If neglected, 
lowered efficiency is inevitable, and eventually costly repairs. 


General Electric’s Periodic Inspection and Adjustment service precludes break- 
down of x-ray apparatus from neglect, because at specified intervals a specially 
trained service engineer gives it the attention essential to proper maintenance. 
It’s a type of service which hundreds of x-ray laboratories deem indispensable 
—many of them have been'renewing their P. I. and A. contracts every year 
for 13 years. 


Through G. E.’s branch offices located in every section of the country, 
P. I. and A. service is readily available. The G-E representative in your 
vicinity will be glad to give you full particulars. You'll find him a reliable 
source of helpful technical information. 
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No question about it, a fever department 
in your hospital will “pay dividends” in 
clinical results and community welfare. 
Next to competent personnel, the equip- 
ment you choose will most influence the 
success of your Fever Department. 





Insist on the Hypertherm — the best 
known and most widely accepted fever 
therapy apparatus. Hypertherms are 
now in production, 


Send for the Hypertherm Manual. 


Artificial Fever Treatment With the Hypertherm ; 
Yours for the asking. 


At St. Elizabeth Hospital, Youngstown, Ohio 
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geline, superior general of the Sisters of 
Agnes at Fond du Lac, and Sister M. 
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(Continued from page 42A) 


revised its rules for visitors as follows: the 
elimination of all child visitors under the 
age of 14 in all departments (an excep- 
tion will be made in the case of seriously 
ill parents who request to see their younger 
children). A limit of two visitors to any 
patient at one time, with a time limit of 
15 minutes. 

Sisters Transferred. Sister St. Gertrude, 
connected with St. Mary’s Hospital at 
Green Bay for 22 years, has been trans- 
ferred to Misericordia Hospital in Winni- 


Bernadette, superior of St. 
past six years, also has been transferred 
to Winnipeg. Sister St. Patricia is at St. 
Mary’s to replace Sister Bernadette. 

Nurses Move to New (Quarters. The 
students of Holy Family Hospital School 
of Nursing, Manitowoc, have moved to a 
home adjacent to the hospital building. It 
was formerly used as maids’ quarters and 
has been remodeled and renovated as tem- 
porary quarters for the students. 

The second victory class at Holy Family 
began their nursing career on January 9. 

Sisters Hold Reunion. Mother M. An- 
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BETHANIA HOSPITAL, WICHITA FALLS, TEXAS. 


Mary’s for the St. 


Emma, principal of St. Mary’s Springs 
Academy, Fond du Lac, are visiting the 
missions of their Sisters in the Archdiocese 
of New York. Seventy Sisters of the Con- 
gregation greeted Mother Angeline and 
Sister Emma at the Leo House on New 
Year’s Day. 

Aged Sister Dies. Sister M. Jacoba, 
O.S.F., 84, died at St. Mary’s Hospital, 
Racine, on December 31. For many years 
she was in charge of the quarters for aged 


(Continued on page 46A) 
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persons at this hospital and for 17 years 
she supervised the nurses’ dining room and 
quarters of the school of nursing. 


CANADA 


Annex Blessed The new $60,000 annex 
to Holy Cross Hospital at Drummondville, 
Que., has been blessed by Most Rev. Al- 
bini Lafortune, bishop of Nicolet. 

Great Britain Honors Nun. Mother 
Decary, director of Notre Dame Hospital 
School of Nursing at Montreal, received 
the medal of a member of the Order of 
the British Empire at an investiture held 
by the Earl of Athlone, Governor General. 
Mother Decary is a Grey Nun. 


CANADIAN HOSPITAL SERVICE 
PLAN 


The Maritime Hospital Service Association 
Plan, which is similar to the Blue Cross 
Plan in the United States, is the name 
of the service plan which protects the 
people in Canada. It has been in existence 
for six months and already covers the 
Provinces of New Brunswick, Prince 
Edward Island, and Nova Scotia — the 
first having 69 groups, the second 59, and 
the third 74, and other groups pending. 
The total membership is 12,487, repre- 
senting 5,550 contracts and their 6,937 
dependents. These are figures that were 
released at the first semi-annual meeting 
of the group, compiled by Mr. T. Ledwell 
Doyle of Charlottetown, chief enrollment 
officer. Dr. J. A. McMillan of Charlotte- 








Regular $175°° Universal Operating Table 


aie 9 a 


$107.50 F.0.B. Los Angeles 


@ Heavy steel pipe, electrically welded, frame 
@ Steel top measures 20 by 72 inches (78 inches extended) 
@ Finished in baked-on white Duco enamel 


town is president and was chairman at the 
meeting. 

Rural areas and artificial groups are 
seeking enrollment in this Canadian Plan, 
too. These, said the president, are being 
considered and, in particular, groundwork 
is now being laid to make the plan avail- 
able in the coming summer months in 
rural areas. There is a place for everyone 
in the Plan for Hospital Care, but the 
problem is to find the correct place. The 
president spoke of the need for granting 
priority to industrial groups. In the enroll- 
ment of artificial groups there is a certain 
amount of duplication and for this reason 
it is now planned to enroll persons through 
their place of business first. After that, he 
added, it will be possible to adjust the 
membership of artificial groups on a 
proper basis. Dr. McMillan expressed hopes 
that the Plan would secure the Blue Cross 
Plan approval within a few months. 

At the meeting various speakers em- 
phasized that the plan is essentially a 
Maritime one with all revenues received 
remaining in the Maritime provinces and 
being turned back into the Maritimes. It 
was pointed out that as the Plan receives 
greater support of Maritime industry and 
workers, the benefits may be broadened as 
the treasury permits. A total of 31 hospi- 
tals are now affiliated with the Plan and all 
have received satisfactory payments as 
member hospitals. 


ENGLAND 


Remarkable Escape From Bomb. The 
Convent of the Missionary Sisters of the 
Sacred Heart at Honor Oak Park, Forest 
Hill, a London suburb, had a remarkab'e 
escape when a bomb fell on the grounds 
in a recent raid. Although about 200 
panes of glass in the convent building 
were broken, no one was injured. There 
were 40 elderly women and 50 children 
in the convent, besides the nuns. Blessed 
Mother Cabrini, whose canonization is 
now in process, was the founder of this 
house. 


SISTER TO PRACTICE MEDICINE 
IN BOLIVIA 


Sister M. Mercy, M.D., of the Mary- 
knoll Sisters, has received a license to prac- 
tice medicine-in Bolivia. In announcing the 
news, Sister Mercy wrote: 

“T have just received all the permissions 
to practice medicine here. The bishop, am- 
bassador, and others were all a bit con- 
cerned because licenses had been refused 
in so many cases, especially in the Beni. 
But again God is showing His sweet 
providence to us, and everything is settled. 

“Even in this short time we have been 
busy with sick calls and we know that 
if we can be patient, much good can be 
accomplished, and that in time the people 
will be brought to a knowledge and prac- 


tice of their rightful heritage, the Faith.” 

Sister M. Mercy (Elizabeth Hirschbeck) , 
a native of Milwaukee, Wis., received her 
M.D. from Marquette University and 
served her internship at St. Francis’ Hos- 
pital, La Crosse, Wis., before becoming a 
religious. 


Ideal for the major or minor surgery or emergency room 


Thousands of these tables were ordéred by the medical department of the U. S. Army at the begin- 


ning of the war. Now, due to realignment of purchase schedules, the army has found that a few 
hundred more tables were ordered than required by the armed services and so, we were given per- 
mission by the army procurement officials to offer these extra tables to our regular customers. The 
savings is yours. 

Truly universal, this table is practical for many types of work. Most desirable positions for major 
and minor surgery, G-U, gynecological, rectal, and ear, nose and throat work are easily obtained. 

Made to rigid government specifications, the quality of materials and workmanship in the Universal 
table is assured. Detailed description will be sent on request. 


BP645914—Universal Table, complete with leg holders, heel stirrups, shoulder supports, anesthetist’s 
screen, cloth panel and leg holder straps. 
F.O.B. St. Louis 
F.O.B. Los Angeles 

BP6668—Set of Leatherette Covered Cushions 


ARKANSAS 

Lay Superintendent Dies. Miss Agnes 
Zeller, superintendent of nurses at St. Ed- 
ward’s Mercy Hospital at Fort Smith, died 
early in January from injuries she received 
in a car wreck on Christmas Eve. She was 
graduated from St. Edward’s School of 
Nursing in 1913, served as a Red Cross 
nurse in the first World War, and was 
superintendent at her Alma Mater for 
the past year. 

(Continued on page 50A) 
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Pressure Sterilization 


OF SURGICAL INSTRUMENTS 


The new Castle “Duplex” light-weight tray frame and two full size in- 
strument trays, permits your present Dressing Sterilizer to do double duty 
as a Pressure Instrument Sterilizer. Weighing so little, this easily handled 
cradle can be put in place or removed in an instant—and can just as easily 
be laid aside when not in use. 
Designed for use in ANY standard 14”, 16” or 20” diameter Dressing 
Sterilizer. - 
The Autoclave provides ideal sterilization but instruments cannot be 
washed in an Autoclave without resterilization. For the only complete and 
comprehensive system of WASHING and STERILIZING in one simple, 
quick operation, investigate the new Castle Technique. Consult us for 
gj the whole story on the latest developments in 
the technical handling of instruments. 
« 


Tue Castte No. 100 Instrument WASHER- 
STERILIZER is the only apparatus in which instru- 
ments can be washed clean and sterilized—ready for 
use—in one single operation. Saves instruments, cuts 
inventory and is better than scrubbing. Used as DRESSING Sterilizer 


WILMOT CASTLE CO., 1177 UNIVERSITY AVE., ROCHESTER 7, N. Y. 
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@ Surgeons, anesthetists, physicians and 
dentists all over the United States, who use 
medical gases bearing the Liquid label, attest 
to their uniformity, performance and purity. 
Appreciated, also, is the ease with which Liquid 
Medical Gases are obtained... due to a nation- 
wide network of completely equipped plants 
and depots. 


GASES OF PROVEN MERIT 


Medical Gas Division of 


CARBONIC CORPORATION 
3110 South Kedzie Ave., Chicago, Ill. 


Branches in Principal Cities of the United States and Canada 
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U. S. HOSPITAL UNIT IN ITALY 

The West Virginia Station Hospital Unit, formed two years ago 
by members of the Staff of St. Mary’s Hospital at Clarksburg 
and the only unit of its kind organized in West Virginia in the 
present war and World War I, landed in Italy and won the 
distinction of being the first American hospital unit to land on 
the European continent. A 500-bed hospital composes the unit 
and eight tons of equipment are allotted to it. An entire train 
was used to move it to the port of embarkation. It is serving 
10,000 soldiers in the field. 

Col. Charles F. Fisher, commanding officer of the unit, wrote 
a lengthy description of the war work being done by the 
doctors and nurses in this group in the Mediterranean war 
theater. The report was passed intact by the Allied censors and 
sent on its way to the Clarksburg Epponent-Telegram. Just a few 
statements taken from the report as it was published in the 
local paper will show the reader the wide variety of experiences 
that the members of the unit have had: 

“The trips across are not pleasure trips and all are assigned 
to some type of duty. I (Col. Fisher is speaking) discovered just 
prior to embarkation that I was the senior medical officer, and 
as such was transport surgeon of the United States troops on 
board. To give an idea of the work done, 16,000 inoculations were 
given aboard. 

“There was one accident at sea, resulting in one death and 
several casualties. That evening our ship slowed down and dropped 
behind the convoy for the impressive ceremony of burial at sea. 
After the service the ship took its place in the convoy again, and 
we went on through the night, skimming over a glassy sea.” 

The course of the ship took them to Africa to replenish supplies 
and to check equipment. The take-off from Africa was “a welcome 
relief” in spite of all their mingled pleasant and unpleasant 
happenings there. “We crossed the Mediterranean without accident. 
Our respect for the British navy and its methods is high.” 

Bits of humor creep into almost every kind of occasion, and 
it did here on the soil of a raging war. After a beach had been 
cleared for a landing party, in which Negro infantry troops had 
taken part, one of the colored soldiers said to another: “Is you 
scared, black boy?” “Sure I’se scared,” said the second colored 
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soldier. First colored soldier: “Ain’t no use to be scared. If a shell 
don’t have your name on it, it won’t get you.” And the second 
one said, “I know that, big boy. But I’m worried about the one 
that has on it ‘To Whom It May Concern!’” 

“The landing barge bumped upon the beach and we jumped 
in and waded ashore with full field equipment. We crossed the 
beach to the road and parted from our British friends. We had 
arrived! The first station hospital to land in Italy and in Europe 
as well. The rest of the organization soon followed and we met 
them. In the meantime our boys were still cleaning up the beach 
of mines. This mass landing was unforgettable. . . . I saw many 
thousands unloaded that day, with no accidents and no confusion. 
... The streets in the vicinity of our landing were deserted, 
but snipers were plentiful. On the way to our area we passed 
through some of the industrial section, totally destroyed by the 
Germans. The harbor was in ruins and sunken ships were 
everywhere.” 

The city and its surroundings were in ruins; there were no 
lights, water, or heat. Almost half of the million people had fled. 
“Day and night we ate cold C rations from the can because we 
could have no fires. Snipers were busy on the first night.”” Dead 
German and Italian soldiers lay all around as the party advanced. 
The Germans had left this territory only four days before and 
the front was only 14 miles away. “We could see the gun flashes 
from the front at night and this, plus the snipers’ shots and 
our guards’ return fire, made up our chief interest.” 

Here is a report on their hospital: “We were assigned a build- 
ing, a new high school, in a fashionable Fascist area, to set up 
our hospital. I finally found it. It was a fine place. The first 
floor was filled with German and Italian dead, so we were 
delayed one whole day from entering our new place. Water was 
carried in buckets to clean up the place. We lived in the building, 
cleaning up, and stayed on there until we were ready to take 
patients. This took two days. Our first admissioned were in 
the hundreds from the front, and we had no lights, heat, or 
conveniences. Air raids punctuated the evenings and a strict 
blackout had to be maintained. Our only lights were candles. 
The raids were frequent but we had no casualties in the hospital, 
and our building has a large air-raid shelter. No one is allowed 
to go out after 7 o’clock in the evening. A strict military curfew 
is enforced. 

(Concluded on page 52A) 
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Gor the Hospital Requiring 
Maximum Sterilization Seruice— 


PROMETHEUS HOSPITAL STERILIZER BATTERIES 
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* Hosgital Sterilizer Batteries, the very last | word in efficient sierlibgadion 
-~ equipment for hospitals that must have maximum service. 


In these Sterilizer Batteries, complete sterilization facilities are com- 
bined in one sturdy compact outfit. Any désired combination of ster- 
‘ilizers can be furnished for battery mounting — according to your 
individual requirements. Can be furnished for either gas, steam, or 
electric operation. | ‘ 


The many distinctive features.and advantages of the Prometheus Com- 
bination Sterilizer. Batteries are fully described and illustrated in the 
Prometheus Sterilizer Catalog which will be sent to you on request. 


[ROMETHELS ELECTRIC CORP., 401 WEST 13TH ST., NEW YORK 14, N. Y. 
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(DRY REAGENT FOR URINE SUGAR) 
Time involved—30 seconds 


THE NEW 


\ thcetone Fest 


(DENCO) 
Time involved—one minute! 


two short cuts in 


URINALYSIS 


in one minute. Color reaction is identi- 
cal to that found in the violet ring tests 


Acetone Test (Denco) and its compan- 
ion product Galatest are two tests which 


are rapidly simplifying “routine” urin- 
alysis in doctors’ offices, hospitals, 
and induction centers — every place 
where speed and accuracy are of vital 


and equally easy to differentiate. A 
trace of acetone turns the powder light 
lavender—larger amounts to dark 
purple. Acetone Test (Denco) is avail- 


able in vials containing enough powder 
for over 125 complete tests, also in 
combination kits with Galatest. 





importance. 
Acetone Test (Denco) detects the 
presence or absence of acetone in urine 


Write for descriptive literature to The Denver Chemical Mfg. Company, 

163 Varick Street, New York 13, N. Y. 

A carrying case containing one vial of Acetone Test (Denco) and 
one vial of Galatest is now available. This is very convenient for the 
medical bag or for the diabetic patient. The case also contains a medi- 
cine dropper and a Galatest color chart. The handy kit or refills of 
Acetone Test (Denco) and Galatest are obtainable at all prescription 








eetone Fost 


(DENCO) 


Calatet 


HOSPITAL ACTIVITIES 


(Concluded from page 50A) 


“Finally the officers and nurses were assigned a new Fascist 
apartment house. It was requisitioned from the Italians, and 
those still living there moved out in the morning and we 
moved in that same evening. Large apartments were also 
furnished for the use of the enlisted men. Now we have lights 
most of the time, water all of the time, and no heat at all— 
it is for the patients only. We have no complaints since we 
know first-hand what it is like at the front. Our boys there can 
have all we’ve got any time. Our contributions seem so little 
compared with theirs.” 

The people over there are not destitute. They want to work 
but their standard of efficiency is far below the level of our 
armed forces. Their factories were all destroyed by the Nazis. 
The American soldiers “adopt” some of the little native children 
and help them back to happiness. Free trips, symphony concerts, 
operas, and our own American entertainers help to relieve the 
strain of hard fighting that our men are under. 

“The reaction of the Italian people to the United States is more 
than friendly, and the people are properly treated by ourselves 
and our Allies.” 

This report was written on Thanksgiving Day, said Col. 
Fisher, ‘and we had our dinner exactly as we had it at home — 
turkey and all the trimmings. We are thankful, doubly thankful: 
1) That we are alive. 2) That we are part of the best Army in 
the world. 3) That we are members of the first station hospital 
abroad, and the best one on the peninsula. 4) That the war, by 
God’s help, is and will continue to be on the side of the 
‘righteous.’ 5) That some day soon we will all be home again, 
where, when it thunders, we can go back to sleep and not try 
to outguess the bombs.” 


SUPERINTENDENCY VACANT AT SAN DIEGO 
The position of superintendent of County Hospital, San Diego 
County, is vacant and a civil service examination for this posi- 
tion may be taken by those who qualify. Candidates must be 
licensed to practice medicine in the state of California before 
appointment. The superintendent is the responsible administrator, 
acting directly under the hospital committee and the board of 
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pharmacies and surgical supply houses. 


THE SAME SIMPLE TECHNIQUE FOR BOTH TESTS 


I. A little powder 
Accepted for advertising in the Journal of the A. M. A. 


2. A little urine Color reaction instantly 





supervisors. The salary range is $490 to $586 per month. Addi- 
tional information can be received by writing to the Department 
of Civil Service and Personnel, Room 212, Civic Center Bldg., 
San Diego 1, Calif. 


Wisconsin 

Fiftieth Anniversary. Sister M. Cornelia recently observed 
her fiftieth anniversary as 4 Sister of the Sorrowful Mother 
of the Third Order of St. Francis. At present she is superior 
of. St. Mary’s Home at Oshkosh; from 1932 to 1937 she was 
superior of St. Michael’s Hospital at Stevens Point. 

New Superior Appointed. Sister M. Alphonsine, P.H.J.C.., 
recently was appointed superiof at St. Joseph’s Hospital, 
Ashland. She will be remembered especially at Gary, Ind., for 
her work in achieving the new wing at Mercy Hospital, where 
she was superior; and at Chicago, for her help in acquiring 
an 11-story addition to St. Elizabeth’s Hospital while she was 
superior. She has been a religious for 43 years. 

Silver Anniversary. Sister M. Rosalie celebrated the silver 
anniversary of her profession in the Order of the Sisters of 
the Sorrowful Mother of the Third Order of St. Francis, on 
the feast of the Assumption of the Blessed Virgin. Sister 
Rosalie is stationed at St. Michael’s Hospital in Stevens Point, 
and has been there since 1928. A high Mass of thanksgiving 
was sung in the hospital chapel; the jubilarian’s mother and 
close relatives were present. 


Illinois 
Superior at Native City. Sister Lea James, who was born 
and reared in Jacksonville, is now the new superior of Our 
Saviour’s Hospital, in her native city. During the previous 
year, she was supervisor of the surgery department there. 
Her predecessor, Sister Mary Ellen, was transferred to the 
superiorate at St. Joseph’s Hospital in South Bend, Ind. 
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tile by tile, can 
always be inex- 
pensively altered 
in separate areas, 








Kentile—smooth 
and slick to the Kentile ofters an anlim- 
Kentile is one of eye — really af- ited number of beauti- 
the /owest cost fords a safe, sure- ful patterns and color 
floorings made in tread, non-slip- combines. Set tile by 
America. ping surface. tile (not in sheets), 

SS Kentile’s 15 tile sizes 
and 44 plain or richly 
marbleized colors make 


ally comfortable possible designs to 
and quiet under- enhance every interior. 


foot (being resil- The colors go through 
ient) and re- to the back — cannot 

















Kentile is unusu- 








mains that way rub off. 
because it never 
becomes uneven 
or hard. 


Kentile is available 
now, without priori- 
ties — speedily. 
Authorized installers 
are established every- 
where. No other mate- 
rial can be laid faster 
or with less fuss 








Kentile is virtually 
wear-proof. For in- 
stance, Kentile laid in aa ee Kentile, because of its 
Rockefeller Cen- : composition, never 
ter corridors ten “holds” dirt and is hardly 
years ago is still ex- ever stained. Plain soap- 
meee y cacomcheuines sr mopping pw it 

— fast and easy. Occa- 
denting or marking. Its re- sional waxing improves 











sistance to’ moisture and al- its appearance but is not 
kali makes Kentile just as necessary. Not even 
long lasting on concrete in 
contact with earth. * will affect the special 

Grease- proof Kentile. 


greases, of any kind, 


Kentile offers 14 advantages. 
At least know about ALL of 
them. Without obligation 
write for Kennedy's free, in- 
teresting, helpful color book 
about floors. Write to 
DAVID E. KENNEDY, Inc. 
74 Second Avenue, 
Brooklyn 15, N. Y. 


GREASE STAINING ENDED FOREVER. No animal, vegetable, or min- 
eral oil, fat or grease known can stain Greaseproof Kentile. Yet this 
remarkable material costs only a trifle more than regular Kentile, lowest 


cost type of flooring made. Furthermore, you can use it only where 
needed since it is made in 16 colors matching regular Kentile colors. 
Test this material for yourself. Send for our grease-testing kit, sent to 
executives upon request without any obligation. 


tealt Mark Sila, 
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Snowhite Capes 


“TO OWN ONE IS ONE OF 
NURSING’S FINEST PRIVILEGES 





























For professional appearance and for personal comfort, 
no garment can take the place of a Nurse’s cape. And 
when it is a Snowhite Cape, complete enjoyment is 
assured! 


For these truly beautiful capes are perfectly tailored of 
choicest 100% woolens, to give years of valuable 
service. 


Snowhite Capes afford perfect protection against the 
weather and enable the wearer to appear for every 
formal occasion, serenely confident that she is as smart- 
ly attired as an ensign on parade! 


Complete information sent free on re- 
quest. Please indicate preferred colors. 


Member, Hospital Industries’ Association 


ne Garment Mfg. Co. 


2880 North 30th Street - Milwaukee, Wisconsin 











New Supplies and Equipment 


Production, Service, and Sales News for 
Hospital Buyers 


(Concluded from page 54A) 


X-RAYS GUIDE SURGEON’S SCALPEL 

“When an aviator is hit by flak or a soldier has been shot, 
the field-hospital surgeon must know the exact location of the 
buried metal. If the doctor knows its shape, position, and rela- 
tion to vital organs and boney structure, the injured fighter has 
a chance of more rapid or more complete recovery. 

“To provide Army surgeons with this invaluable information, 
X-ray engineers have developed a locating device that serves as 
an adjunct to the Army’s field X-ray equipment. The wounded 
man is brought into the X-ray room on a stretcher. Without 
moving him from the stretcher the fluoroscope is used to examine 
him from head to toe for buried steel—if necessary Xgray 
pictures are taken on film. If metal is found, the locating device 
(called a bi-plane marker) is brought into action. Consisting of 
graduated scales, sighting cross-hairs, and an iodine marker, it is 
used in conjunction with the X-ray tube and fluoroscope screen 
of the field unit. By taking a “sight” with the fluoroscope on the 
object and establishing its position with respect to two reference 
iodine marks on the skin (in two planes), the patient is made 
ready for the operating table. 

“If the patient is placed on the operating table in a position 
different from the one he assumed on the stretcher, the re- 
orientating device takes care of the situation. This device is a 
right angle caliper with two pointers and a spirit level at the 
right angle. Each pointer is placed on a skin spot and the 
patient is gently adjusted until the bubble in the spirit level is 
at dead center — the patient’s original position is thus duplicated. 

“The re-orientation caliper, mounted on a support fitted with 
a calibrated probe, can be used by the surgeon to establish 
depth of incision during the opration. By comparing his depth 
with the known depth of the foreign body, he can tell the 
distance he has yet to cut; he can also determine if the angle 
of his incision is correct. 

“An auxiliary probe can be employed with the re-orientating 
calipers to indicate foreign body depth and correct angle of 
incision from any third point of entry.” 

Westinghouse Electric and Manufacturing Company, East 
Pittsburgh, Pa. 

For brief reference use H.P.— 110. 


ULTRAVIOLET IRRADIATOR 

Designed to provide group application as well as for individual 
use, newly developed ultraviolet irradiators to provide vitamin 
“D” rays have recently been developed. The irradiator uses a new 
type of high-pressure quartz mercury-arc burner, mounted on 
a pedestal four feet high, from which the rays are broadcast. 
Those standing in a circle within five feet of the apparatus receive 
what is considered a proper thtrapeutic application in a maximum 
of five minutes. 

Similar ultraviolet dispensers, known as “lighthouses” have 
beén installed by medical officers aboard battleships and aircraft 
carriers. Experimentation has determined that groups of fifteen 
people may receive their daily five-minute applications simultane- 
ously. Ward models are especially designed to fulfill the require- 
ment of patients in need of light treatments and too ill to be 
moved. 

Hanovia Chemical & Mfg. Co., Newark, N. J. 

For brief reference use H.P.— 111. 


PRESSURE INSTRUMENT STERILIZER 

A new convenient “Duplex” Assembly comprising light-weight 
Tray Frame, two Instrument Trays with Tray Hooks, which 
permit any 14”, 16” or 20” diameter dressing sterilizer to do 
double duty as a pressure instrument sterilizer is announced. 
The assembly weighs so little and is so easily handled that it 
can be put in place or removed in an instant and can readily 
be laid aside when not in use. 

Wilmot Castle Company, Rochester, N. Y. 

For brief reference use H.P.— 112. 


NEW PREPARATIONS (ABBOTT) 

A. “Heparin, Abbott, is a highly purified heparin derived from 
animal tissue and standardized for use as an anticoagulant. 
Heparin is most widely used as an intravenous injection or infusion 
in cases where thrombosis or embolism threatens or is already 
present and threatens to extend. It is a valuable adjunct in 
the prevention of thrombosis following operations on blood 
vessels, and is also used to a limited extent as an anticoagulant 


| in blood transfusion and certain laboratory blood tests. Heparin 


(Concluded on page 56A) 
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has the advantage of becoming effective almost immediately and 
the disadvantage of requiring continuous intravenous infusion or 
frequent repeated injections, because it is rather rapidly in- 
activated in the body.” 

B. “Dichlorophenarsine Hydrochloride (Abbott) is a mixture 

FOR THE OPERATING ROOM of 3-amino-4-hydroxyphenyldichlorarsine hydrochloride and 
sodium accorbate. The latter salt acts as a buffer and serves_to 
make the solution isotonic when the contents of the ampoule are 
dissolved in 10 cc. of distilled water. When the dichlorophenarsine 
hydrochloride with the buffer salt is added to the water the 
chlorine is replaced by hydroxyl groups, and this compound is 
reduced to arsenoxide, the active therapeutic agent. Dichlorophen- 
arsine Hydrochloride (Abbott) is a potent anti-syphilitic drug 
which exhibits a rapid effect on the serological reactions of the 
blood in early syphilis.” 

C. “Ampulbex is a sterile solution for parenteral administra- 
tion, containing three of the chemically identified constituents of 
the vitamin B complex. Each cc. contains Thiamine Hydrochloride, 
10 mg., Riboflavin, 2 mg., Nicotinamide, 100 mg., in chemically 
pure water. Ampulbex is recommended for use in the treatment 
of patients who cannot tolerate or efficiently utilize the B 
complex by oral administration. The necessity for parenteral 
injection of vitamin B complex preparations may arise in several 
different types of illness, principally those interfering with proper 
absorption of the B complex from the intestine. Such cases may 
arise in hyperemesis gravidarum, in postoperative states requiring 
constant duodenal drainage, chronic diarrhea, severe pellegra, 
alcoholism, or delirium tremens.” 

D. “Sulf-Opto is the Abbott trade mark for a stabilized 
ophthalmic solution containing 1 per cent of sodium sulfathiazole 
and 0.1 per cent of di-desoxyephedrine in aqueous solution. 
Sulf-Opto is stabilized in such a way.as to prevent the deterior- 
ation of the sodium sulfathiazole; this deterioration had formerly 
rendered the use of sodium sulfathiazole solutions inconvenient and 
hazardous. Sulf-Opto is used locally in the eye to obtain the anti- 
bacterial effect of sulfathiazole combined with the vasoconstrictor 
effect of desoxyephedrine. These two actions produce desirable 
modifications in the course of certain types of conjunctivitis, 
blepharitis or keratitis.” 

. Abbott Laboratories, North Chicago, Ml. 
GOMCO EE b f, , ’ ~ 4 For brief reference use H.P.— 113. 
SURGICAL STITCHING INSTRUMENTS 
S U CT I oO N AN D E T H E R U N iT Doctors, nurses, medical students, and student nurses will be 
. ; : . interested in a 32-page brochure on Singer Surgical Stitching In- 

— dictated the a eae hed = ——, explosion- struments. Details of construction and proper care of the sewing 

proof Gomco unit—safety plus effective performance in tools are exhaustively covered. Various operations are graphically 
supplying suction and pressure for ether anesthesia. . ‘ 

Motor and pumps are fully enclosed, switch is sealed- — we ~ Saga Si Bld _— 

in construction—both motor and switch are fully ar aoe oes ompany, ~— ~~ oO 

approved by the Underwriters Laboratories for ethyl- York, N. Y. 

ether atmospheres. Special ether bottle permits vapor- For brief reference use H.P.— 114. 

ization without hazardous warmer or heater. Overall 

construction of this practical unit is attractively modern SURGICAL EQUIPMENT 

—simple to operate-—easy to keep clean. Full details To keep present equipment operating, and operating at 

in new Gomco Catalog, yours on request. maximum efficiency, is an extremely important obligation in 
these wartime days. Hospitals are filled to capacity, and 
GOMCO PORTABLE UNIT properly operating equipment helps greatly to get the work 
(Explosion Proof) done despite personnel shortages. In the current issue of the 
Xplosion Free bi-monthly “Surgical Equipment” will be found much material 
Similar in performance and ap- of interest. Issued jointly by 


plications to the above cabinet * i " 
model, this portable Gomco Suc- Operay Laboratories, Madison 4, Wis. 


tion and Ether Unit can be readily The Wilson Rubber Company, Canton, Ohio. 

carried by convenient handle from Baxter Laboratories, Inc., Glenview, Ill. 

surgery to surgery. Motor and Glasco Products Company, 111 No. Canal St., Chicago 6, Ill. 
switch are approved by the Under- General Electric X-Ray Corp., 2012 Jackson Blvd., Chicago 
writers Laboratories for use in 12, Tl. 

ethyl-ether atmospheres. Details Scanlan Laboratories, Inc., Madison 4, Wis. 

on request. Scanlan-M orris Company, Madison 4, Wis. 


For brief reference use H.P.— 115. 








GOMCO SURGICAL MANUFACTURING CORP. 
79 ELLICOTT ST., BUFFALO 3, N. Y. COMING CONVENTIONS 
‘ The Texas Hospital Association will meet at Dallas on 
February 23-24. Miss Madelyne Sturdevant of Dallas is secretary 


SUCTION AND The Blue Cross Plans will meet on March 6-8 in the Statler 
: Hotel, Detroit, Mich. 
; ETHER EQUIPMENT The New England Hospital Assembly will gather on March 


15-17 at Hotel Statler, Boston, Mass. 
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